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RECTAL EXAMINATION IN LABOR.* 
~— 
By C. V. RICE, M. D., Muskogee, Oklahoma 


Every obstetrical case should be treated as a surgical case and have the same 
protection. The fact is now well known that childbed fever is in reality a wound 
infection similar to an infection after an accident or an operation, and it can be 
prevented by the same measure of cleanliness and asepsis which is used so uni- 
versally in modern surge ry. No surgeon of today would think of entering the ab- 
domen without sterile gloves. Yet such is being done in obstetrics. The most 
frequent cause of infection in labor is by the vaginal examination and for all prac- 
tical purposes one can gain the necessary information rectally. Experience has 
shown that the major part of all serious cases of infection at child-birth may be 
prevented by the application of such principles of hygiene and strict surgical 
cleanliness. 

Dr. Grace L. Meigs of the Children’s Bureau, Department of Labor, Wash- 
ingt on, D. C., states that in the last thirteen years there has been no improvement 
in puerperal ‘infection, while there has been a striking decrease of the mortality 
rates for typhoid, diphtheria, and tuberculosis. Typhoid has been cut in half, 
diphtheria reduced by more than fifty per cent., and tuberculosis about twenty- 
five per cent. There are eight thousand women who die annually in this country 
from this preventable infection, and in the child-bearing woman between the ages 
of fifteen and forty-four the death rate is second to tuberculosis. Where one woman 
dies of this infection, five get well. If this is so, then forty thousand cases of childbed 
fever occur each year in the United States. 

Dr. De Lee states that in these mild cases of infection, the woman has slight 
rise of temperature, often lasting but a day or two. There may be only a slight 
pelvic pain, but anatomic traces of the infection are bound to be left. Later, we 
find peritoneal bands, occluded tubes, distorted and displaced uterus, rectum, 
bladder and ureters, and hundreds of thousands of women date life-long invalidism 
from an infectious process in the puerperium. He also states that obstetrical 
asepsis and antisepsis have not yet penetrated the body of the medical profession 
and in some instances they have hardly touched the surface. 

While at the Chicago Lying-In Hospital, I made two thousand rectal examina- 
tions and those on about seven hundred women. Not one ever protested. Of 
course, there would be some who would remark that it was the first time they 
were ever examined by this method and would express their appreciation when 
told the object. 


*Read at the 26th Annual Meeting, Tulsa, Okla., May 15, 1918 
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If a vaginal was thought to be necessary, the patient was taken to the birth 
room, prepared and draped as for a delivery. The attending man would scrub, 
put on a cap, mouth-piece, sterile gown and gloves. This is the precaution that 
is taken at that institution and for this reason they can boast of a mortality of 
sixteen out of 30,000 cases. 

After the external examination, what information is to be gotten, that cannot 
be obtained rectally? Per rectum, you can make out the dilatation, effacement, 
presentation, and engagement—membrane and bulging of same if intact and also 
sutures. 


Rectal, as a substitute for vaginal examination, was suggested by Kroenig, 
before the Obstetrical Society of Liepzig, November 20th, 1893. Emil Reis, now 
of Chicago, began an investigation of the possibilities of rectal examinations and 
published his results a few weeks after Kroenig. De Lee and Edwards, then of 
Cook County Hospital, took it up in this country, not confining it to obstetrics 
alone. They abandoned the method, due to the fact that they had no rubber 
gloves at that time. The last few years, De Lee has been teaching rectal examina- 
tion and the internes have been teaching same to the students during their dispen- 
sary service. 

It has been seventy-five years since Oliver Wendell Holmes published his 
paper on the contagiousness of childbed fever, seventy-two years since Semmel- 
weiss made his startling observations in the Vienna Hospital, and about forty 
years since Pasteur so "positively declared that childbed fever was of bacterial 
origin and was carried by doctors and nurses. Still in this day of advanced medicine 
and surgery, the second greatest mortality in the child-bearing woman is childbed 
fever. Is this not sufficient proof that vaginal examination should be abandoned 
and replaced by the rectal? 


Vaginal examination should not be made near term and if abortion is in pro- 
gress. The rectal touch will furnish us with the desired information up to the 
point of operative intervention. In all cases of suspected cesarean section, the 
rectal should be practiced, as we know that the contamination produced by one 
or more vaginal examinations during the test of labor, influence the outcome of 
the end results more than anything else unless it is exhaustion or attempts at de- 
livery with forceps or otherwise. Yet we hear of surgeons doing sections who 
have attempted version. We also hear of surgeons who have had the assistant 
place his hand in the vagina and push the engaged head out of the pelvis. This 
technique is very poor including the art and this kind of obstetrical practice adds 
to our high mortality list of twenty thousand mothers and over two hundred fifty 
thousand babies dying each year in child-birth in the United States. 

The method of rectal examination is very simple. The woman during her 
antipartum treatment should be told that as soon as she feels pain, she must take 
an enema. The left index finger is used in the examination, as we should educate 
the left hand for sense of touch and the right for strength. If you arrive when 
the patient is in the second stage of labor, it is easy to slip on a rubber glove, 
lysolize and lubricate same and pass through the anus slowly and carefully, as 
this method of examination can be done without any particular preparation of the 
patient. At the same time you can obtain all the information as to the progress 
of labor and can adjust the time necessary to make the set up. 


In conclusion I wish to say: 

Vaginal examination should be made subordinate to the rectal. 
That the rectal is as definite as the vaginal. 

That the rectal should be made in all tests of labor. 


In normal labors, with ordinary care, it eliminates all possible chance of in- 
fection which is the most important thing to consider in child-birth. 
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Discussion. 


Dr. H. M. Reeder, Shawnee: When I was first asked to discuss this subject, 
[ really did not know much about it, and after reading up all the literature I could 
get on the subject, I knew less about it than before. 

Some years ago I read an article on rectal examination in labor, and | 
tried out one or two cases but I could not learn anything from such an examination 
myself. Possibly with greater experience I could have. It seemed to me with 
proper asepsis there is not a great deal of necessity for continual examinations 
anyway. What one has to learn from examining internally he cannot learn from 
external examination; a vaginal examination with me would be highly imperative 
and with proper asepsis, the same asepsis you give to other surgical cases of ab- 
dominal laparotomies and things of that sort, the danger of infection is practically 
eliminated. 

That is all I have to say on this subject. 

Dr. W. A. Fowler, Oklahoma City: Mr. Chairman, I want to say that I most 
heartily approve this paper in toto. I have been making rectal examinations for 
about two years. 

At first the making of a rectal examination, as Dr. Reeder says, is worthless. 
You remember the first vaginal examination you ever made; don’t you remember 
how perfectly useless it was to you, that you could not detect anything at all about 
the parts you were feeling for? You have to become accustomed to a rectal the 
same as you have become accustomed to a vaginal examination. 

It is the exception in my own practice for a multipara to have a vaginal ex- 
amination during labor, or a primipara with a border-line pelvis after the anti- 
partum examination is made at least a month or six weeks before term. 

I had a case yesterday, for instance, with a slightly contracted outlet and I 
told the patient of the condition, and I will make no vaginal examinations during 
the labor. I also told them that this is a case in which this patient will probably be 
able to deliver herself, but it is what we call a border-line case, and if they want 
the judgment of another man, now is the time to have the consultation. I told 
them I would be very glad to have any other man see this patient in consultation, 
but that if they wanted someone else to see her it will be very much better to have 
the consultant see the patient a month before term than during labor. 

As a matter of fact, the patient goes into labor and we repeatedly examine her; 
the people become anxious, and while we might know the condition they ask for 
a consultation. The consultant comes in and examines her and we are multiply- 
ing the chances for infection. Abortion is followed by a higher percentage of 
morbidity than full term labor; and the old rule that was laid down a long time 
ago was not to invade the threshold of the vagina until you are ready to go to the 
dome of the uterus. 

We are too careless of abortions; we go in and examine without using the 
technique that we do for labor. The test of labor, as I suggested, is something 
that we have not appreciated the meaning of. By waiting for the test of labor we 
mean that we wait for the natural forces of labor without our interference. 

If we repeatedly examine the patient, if we attempt forceps, if we attempt 
version, we are not waiting for the test of labor; we are meddling and we are de- 
stroying the patient’s chances to receive the best results from whatever operative 
procedure may be indicated. 

The diagnosis of position is sometimes uncertain and in these cases I think 
we ought to make a vaginal examination. In the beginning of our rectal examina- 
tions, we will probably need to make a vaginal examination in every case because 
our diagnosis will not be accurate; but as we go along there will be few cases in 
which we are not just as certain as we would be by the vaginal examination, and 
in those cases in which we are in doubt—for instance if we suspect an occipital pos- 
terior and are not sure—we should make a vaginal examination. 
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Dr. J. A. Hatchett, E] Reno: We cannot emphasize this subject too deeply, 
I began the practice of medicine when we attributed childbed fever to the proy- 
idence of God, to the rarity of the atmosphere or something else we did not know 
what. We went on as best we could. We did not believe what was said about 
it and we were not taught to believe it; in our lectures there was nothing said about 
aseptic precautions in labor, and probably a few that hear me will bear me out in 
that assertion. When the change did take place, it took place very rapidly. 

You will remember that Meade Potts vituperated Oliver Wendell Holmes, 
even attacking him personally for that grand masterly speech he made, so vin- 
dictive were they. And the very next year Penrose, their student, took up aseptic 
obstetrics and practiced it from that on. 

But when the change did take place, it took place tolerably rapidly in the 
minds of a few, but the many remained dormant and paid no attention to this 
judgment of great men. 

Twenty years ago I read a paper before this Oklahoma Medical Association 
in which I emphasized the importance of aseptic obstetrics and they laughed at 
me; there are men here in this house who laughed at me. They said, ““There is 
something wrong with Dr. Hatchett; he is crippled in the brain; we do not have 
any of these troubles at all, we get along all right. Dr. Hatchett has overdrawn 
this thing and has put emphasis on a thing that really has no intrinsic value.” 

That hardly seems like the truth; that seems like I am telling you a yarn 
But it is a fact and can be substantiated by some of the old 


from this floor. 
members. 

But the change took place rapidly. Dr. Hatchett kept on writing his papers 
and reading them, and he kept on emphasizing these things, and Dr. Hatchett 
has seen many close their eyes in death just at the time when a new world of hap- 
piness was pressing upon a heart. He has seen many a one, and he has seen many 


a one that was the result of his own hands, but he was not to blame a bit more 
than other people were to blame at those times. But now we are to blame; we all 
know. We all know in regard to these vaginal examinations. I used to make ten 
times as many as I ought to make. I conduct many of my cases without making a 
vaginal examination at all. It is just foolishness; it is idle interference with the 
case and not necessary. 

After you have examined your case thoroughly, you watch your labor, watch 
the bulging of the perineum, keep your hands out. If it is a multipara you have 
made an external examination; you know where the head is; you may not know 
whether it is occipital or not but you know where it is, and I do not make an ex- 
amination in that case. 

The rectal examination is all right; I have never practiced it but it is all right. 
I can see that it is all right because the rectal and vaginal walls are very thin. We 
are surprised how well we can mark out the vaginal condition through the rectum. 
I heartily agree with the gentleman who read that paper and I believe that hence- 
forth, though I am old and gray, when I make an examination I will make a rectal 
examination. There are several things that militate against them, but the idea 
is not to make any of them without they are absolutely indicated. We make so 
many vaginal examinations that we should not make! 


Dr. W. W. Wells, Oklahoma City: Obstetrics is classed as surgery. Surgical 
asepsis and antisepsis in our development of the tactile sense through the rubber 
glove in surgery has become a fact. We can feel just as well with a rubber glove 
on as we can without one, for we have developed that. We can develop the tactile 
sense so that a rectal examination will tell us everything that we can find out by 
a vaginal examination. That means that we are able to tell the presentation, pos- 
sibly the position. I have not developed it to that extent myself, but the pre- 
sentation can be easily told. You can tell if the head is engaged or not. You 
can tell the amount of dilatation of the os, and those are the only things that are 
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necessary unless there is some malposition or some other trouble that we want to 


rectify. Consequently the rectal examination is simply an improvement over the 


vaginal examination and only needs development by every one of us. 


Dr. Lee W. Cotten, Enid: Dr. Hatchett speaks of us old men. I am not in 
that class, I assure you, though in years I am not far from Dr. Hatchett; otherwise 
Iam not in his class. 

J just wanted to run over the ground hurriedly in about a minute and a half, 
I do not want to take up any time. 

[ just want to recall twenty or twenty-five years ago when I had the honor 
of being under, as a preceptor, one of the best men of our country, in southeast 
Missouri. He warned me always to use a fountain syringe, plenty of carbolic 
acid, all that could be borne, and hot water. 

We know different. I have often thought of the success that old doctor had 
and how many—notwithstanding the large practice he had—how many mothers 
he lost in the time that I knew him. I could count several that were undoubtedly 
uncalled for. 

We recognize obstetrics as strictly surgical; we all agree on that point, and 
asepsis is the key-note to its success. I remember when I first began to try to 
practice medicine that about every thirty or forty or sixty minutes, especially 
when I was so anxious, I would exxmine a patient. I do not know how it is that 
I ever got by as well as I did; I cannot understand it now. Now if I spend ten 
minutes, I am going to get my hands clean; at least I think so. And soap and water 
and work are the essentials. 

I do not hesitate after I have done that and used a good antiseptic wash, to 
make a thorough examination; I want it thorough and I only want one. I do not 
meddle; I do not want to continue those examinations but I do want to know exactly 
where I am and then I am done. 

I can see at once the necessity and the advantages of a rectal examination, 
yet I still contend and I believe and I know that if we follow those rules of abso- 
lute asepsis it is rarely, if ever, we need to infect our patient. Those cases of puer- 
peral sepsis usually we know are infected from the outside, not in themselves. 
Now when such a thing does occur, we must condemn ourselves for the trouble, 
hence we cannot be too cautious. 

I expect to try now to take up this point of rectal examination, yet on the 
other hand if I do not find out exactly the position and exactly the progress that 
has been made, I will not hesitate to make the examination as I have done for 
the last few years. 

But as I said before, we are not careful enough in getting our hands clean, 
that is the point; we need not infect if we thoroughly clean our hands, there is 
the danger. 

Dr. F. R. Wheeler, Mannford: There is just one point I wanted to bring out. 
I guess I am like the two brothers, I am not a spring chicken. I remember the 
first case where I ever had made an examination. I tried to look wise, like I am 
trying to act now. I assumed everything was all right, and it so happened that 
it turned out that way. 

I forgot to say that there was nobody there but that girl and me. Her husband 
had gone across the river after her mother and the bridge had floated away and 
they did not get back. 

Once in a while she said, “I wish my husband was here,” and so did I. “I wish 
my mother was here,” and so did I. And she says, ““Doctor, these pains are awful, 
these are after pains.” I says, “They may be after pains, but I think they are 
before.” Pretty soon I had a child; you know what I found out. So much for 
that. 

I can say I always use soap and water. I do not fear much from my first ex- 





256 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


amination. After you get your child out, keep your hand out. I do not believe 
anybody brought that out, but keep it clean after the child is out; Keep your hands 
out after that. 


Dr. W. A. Tolleson, Eufaula: I want to thank Dr. Rice for this paper and ] 
am glad that I am here to hear it this morning. To my mind the strongest point 
in this paper is the fact of cleanliness, or a removal of the average practitioner 
from meddlesome midwifery. Another point we must bear in mind is—but this 
method with a large number of us will be in a certain sense impractical for the reason 
that there is a class of physicians in this country which does not have the oppor- 
tunity of getting or having access to their patients in this line of work and cannot 
keep their patients in a condition for this character of examination. Much more 
information can be obtained from the external examination than is taken advantage 
of by the average practitioner. Many times you can determine—and I daresay 
that I can say this without fear of contradiction by the testimony of men who 
specialize in this line of work—whether or not there is a proper engagement, and 
you are able to determine the character of engagement or the position that the 
child will be delivered. 

A rectal examination, if you can do what you say you can do and if that is 
the movement on the part of obstetricians at this time, will do great good because 
I know that much harm is done by meddlesome midwifery. But those who prae- 
tice in certain sections of the country must keep in mind this fact, that the doe- 
tor’s “‘all’s well’ must be heard. 

I was very much interested in Dr. Fowler’s discussion when he mentioned 
the fact that we are often confused as to what we have. Many times a breech js 
delivered before the doctor has determined whether or not he had a head or a 
breech; we all suffer this confusion. 

For a long time I have contended for a cleanly procedure in the management 
of an obstetrical case, but as I said a while ago, those of you who are on the pave- 
ment are in a different situation from country doctors. The city physicians have 
an opportunity and have an advantage over those of us in the country, as was 
wisely suggested by one of the other members of this audience a moment ago. 
What are you going to do with the patient when you do not get there until labor 
is practically finished? Many times you do not have an opportunity, and we prob- 
ably are to blame because we have not disciplined them to this point. But with 
those of you who can see your patients fifteen minutes after you leave your office, 
you can probably do these things. 

On the other hand there are some objections to a rectal examination, where 
you will find an acutely sensitive condition, particularly with a primipara. My 
experience is that a primipara is likely to have a sensitive rectum and hemorrhoids 
that accompany pregnancy. And the rectum must be clean if you are going to 
get anything out of the examination. 

Personally I have had no experience with rectal examinations but if I have the 
pleasure of meeting you at the next annual session of the Oklahoma Medical Asso- 
ciation, I will know something personally of a rectal examination. The strongest 
point and the best point with reference to this is the emphasis upon a clean surgical 
behavior in the management of the average case of labor. 

Dr. J. S. Hibbard, Cherokee: Just about one minute. I will not stop to say 
anything about the excellent paper. We all know the purpose of our discussion 
is to avoid after-trouble. 


The point I wanted to bring out is the personal equation of the physician. 
All infections are not caused by the physician. I have waited on many cases, and 
we all have, where the woman herself has made an examination before the physician 
arrived; and we have waited on other cases where the marital relationship has been 
practiced ten hours before labor, and maybe after that. All these things enter into 
consideration. One thing I have noticed in my own work is the personal equation 
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of the physician. For instance, our excellent chairman who has come from a case 
of ervsipelas while I come from a bath, with the same care, may be more apt to 
have trouble than I would. I have noticed that the surgeons who seem to take 
the greatest care always get pus cases. I have noticed sometimes a physician more 
prone to infection, and with the same care is more apt to have trouble than other 


men. I remember one physician who was a co-practitioner with me whose habit 


was to use his hands, and if he could find soap he used it, and if he didn’t he didn’t 
and he never had any infections. 

I never practiced rectal examinations, but it is ideal undoubtedly. My usual 
custom is to sterilize my hands thoroughly before I put on my sterilized gloves. 
I shave the pubis and then apply petrogen, iodin and alcohol, and then keep a sterile 
pack, and I do not have near as many infections as I used to have. 


The point I wanted to emphasize is the personality of the physician. I mean 
in cases where the physician is guilty of the infection, that one physician must 
practice more care in sterilizing himself than another. 

Dr. Rice, closing: In closing this paper I wish to thank the doctors for the 
generous discussion. For the benefit of Dr. Reeder I wish to say that there is not 
a great deal written on rectal examination. I think perhaps that De Lee’s is the 
only American text-book that even speaks of it, and then in only two or three 
lines. Dr. Holmes of Chicago, who I believe is associated with Rush, a vear or 
so ago wrote a very nice article on rectal examinations. But in De Lee’s new book, 
which will he out in September, I am satisfied there will be a chapter or more on 
rectal examinations. 

I appreciate the fact of course that judgment must be used in rectal examina- 
tions the same as in all others. For instance, if you have a long drawn out case 
of labor and you are not satisfied with your rectal examination, and perhaps your 
membrane is bulging and you cannot make out the line of suture, then you are 
justified in making a cleanly vaginal examination. Then again ofttimes you are 
not careful, and I will admit perhaps you can go to the extreme in rectal exami- 
nation. 

For instance, there a case happened of a prolapsed cord. The interne 
on this particular case made a rectal diagnosis of a prolapsed cord. He sent in for 
help and the senior interne went out on the case and instead of confirming that 
diagnosis by a vaginal, he confirmed the diagnosis rectally in a negative way. 
The fact is, it was a prolapsed cord and the patient did not go to the hospital until 
several hours later, possibly eight or nine hours, and there was no pulsation in 
the cord and the baby was lost. You must consider all those things. 

As for the external examination, every case should have of course a thorough 
external examination made; and you can tell as much, or you can practically make 
a diagnosis externally without any internally whatsoever until the head enters 
the pelvis, and then you can tell the way the head rides, whether you have an occipi- 
tal, posterior, anterior, transverse, or what it is. 


OBSTETRIC SUPERSTITIONS. 

Paul Titus, Pittsburgh (Journal A. M. A., May 18, 1918), calls attention 
to the prevalence of obstetric superstitions, and gives quite a number of them 
as he has heard them in his practice. Some of them, like that of marking the 
unborn baby, are so common and persistent as to be hopeless, and some of them 
may, perhaps, be unfamiliar to the average physician, who may know of still 
others, unmentioned. When it is considered, he says, that obstetrics forms one 
of the main topics of conversation at Red Cross meetings and bridge parties, it 
may be understood how such a multitude of fanciful ideas have sprung up, and 
have been kept in existence. The less the pregnant woman thinks about herself 
the better, so long as her condition is normal and her progress is being watched 
by a competent physician. Titus says that it is his opinion that the more familiar 
the physician is with these common notions, the better is he able to allay fears, 
and explain away the doubts that these old-wives’ tales produce. 
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THE PREVENTION AND TREATMENT OF PUERPERAL LACERATION? 
By W. W. WELLS, M. D., Oklahoma City 


You will not expect me to treat this subject in detail, as this would require 
too much of your valuable time. 

First let me briefly review the anatomy of the uterus, the vagina, and the 
perineal body. The uterus, as you all know, is made up of three distinct layers; 
the serous, the muscular, and the mucous. I scarcely need say that the serous 
coat does not cover the anterior surface of the cervix, nor that part of the posterior 
surface which projects into the vagina. The cervix, as you know, has two layers; 
the muscular, and the mucous. The cervix, unlike the body of the uterus, contains 
more connective and elastic tissue; therefore it is more firm and consequently 
more rigid. It also renders it capable of a greater amount of stretching without 
injury. I need not say that all blood vessels of the cervix are in the muscular coat, 
which has but few fibers; therefore there is a very poor blood supply. 


The mucous layer of the cervix, you know, is continuous with the mucous 
layer of the body of the uterus; and differs only in this respect, that it is more fibrous 
and contains a great many more glands. 

The vagina, as you know, has two coats: the muscular and the mucous. The 
muscular coat contains a great many blood vessels, while the mucous coat has 
very few glands in comparison with the mucous coat of the cervix. 


Unlike the cervix, which depends upon its elastic tissues for dilating, the 
walls of the vagina simply lay in folds, or rugae, which are smoothed out in di- 
lating. 

The perineal body is composed of, or is the union of the transverse perinei, 
bulbocavernosus, and sphincter ani. It is located posterior to the vaginal orifice 
and anterior to the anus. It is covered with mucous membrane and skin. 

The causes of the cervical tears are, too rapid dilatation, as when some such 
drug as pituitary extract has been used; manual or instrumental dilatation; non- 
elasticity in old primipara; and scar tissue in multipara, which has been repaired. 

The preventive treatment, I scarcely need say, is simple. Unless there is some 
cause for a rapid delivery, the patient should be given plenty of time for the cervix 
to soften and dilate. If we leave the patient who has only two, three, or four fingers 
dilation, with pains only moderate, alone, we shall have fewer cases to repair 
later; and if we give a drug to stimulate the contraction and see that we are going 
to have a rapid delivery, ether, chloroform, or nitrous-oxide should be given to 
retard it. 

We do not repair the cervix at the time, unless there is a hemorrhage. And, 
here let me make this statement, that if we examine the cervix in our cases of 
post partum hemorrhage, we shall find that there is in a great number of these 
cases, a deep tear involving the circular artery of the cervix, and that this tear is 
the source of the hemorrhage. These as you know are the cases that respond 
slowly to treatment; but if we take two strong gauze forceps and put one on the 
posterior and one on the anterior lip of the cervix, we can easily bring it down into 
view and determine where the hemorrhage is coming from. If from a tear in the 
cervix, it is no trouble to take one or two interrupted sutures. 

The only precaution is that we must not try to do too good work. Do not 
take more than two or three sutures. The most important suture, as you know, is 
the one high up on the cervix and includes the circular artery. 

The best of authorities are agreed that the cervix should be immediately 
repaired when you are working in a well-equipped hospital or when the cervical 
artery has been torn. The suture material should be No. 2 chromic or No. 3 for 


*Read at the 26th Annual Meeting, Tulsa, Okla., May 15, 1918. 
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malized pyoktanin catgut, as this does not have to be removed and seems te give 
as good satisfaction as the old method of using silkworm gut. 

In the prevention and repair of tears of the vagina and perineum, we again 
call your attention to the rapid delivery. 

Dr. Ochsner once said, ““Do not use insane haste, nor imbecilic deliberation 
insurgery.” This can well be applied to obstetrical surgery. Tears of the vagina 
are caused by the same conditions as those of the cervix. Too rapid delivery and 
malposition. These tears are never very deep because the vaginal wall is made 

of only mucous membrane and a longitudinal muscular layer; therefore the 
fear is usually longitudinal. - 


It is this class of cases that give the most trouble. On inspection, the perineum 
may look normal, and hence these vaginal tears are overlooked. The index finger 
should be placed in the rectum and turn the vaginal wall out. In this manner 
the tear will be brought plainly into view. If these tears are not repaired, they may 
become infected. The skin being intact, pus can not drain out and we have the 
ysual signs of infection, chills, fever, etc. It was in this class of cases that the now 
discarded vaginal and uterine douche carried infection into the uterus and tubes, 
and caused a general puerperal infection, or childbed fever. If we are unfortunate 
enough to get one of these tears infected, the patient should be set up to get free 
drainage; then paint the wound with iodin or put in a gauze wick drainage, and use 
the usual supportive treatment. These tears should be repaired at delivery, if we 
can be surgically clean. No. 3 pyoktanin catgut, in a running half-lock suture, is 
used. 

Lacerations of the perineum are usually median and are classified as: first 
degree, which is a laceration through the mucous membrane; or second degree, 
where the laceration extends through the perineum down to the sphincter ani 
muscle; and third degree, where the laceration extends through the sphincter ani 
into the rectum. 

These lacerations usually occur when the head is being delivered. Occasion- 
ally the shoulders will be delivered in such a position and with such rapidity that 
atear occurs. To prevent these tears we give the perineum plenty of time to di- 
late; and when the head is seen to be coming through the vulva, the patient is 
turned on the side, with the upper leg flexed, with the foot on the lower flexed knee. 
In this manner the head does not press directly on the perineum. 

With one hand covered with a sterile towel, pressure is made just below the 
Goecyx and just back of the anus. This pushes the head against the pubic arch. 
Now with the other hand, we can hold the head from coming too fast, and can 
deliver the head between pains and get the least possible laceration. 

In case we have an infantile vulva, or one that has had a perineorrhaphy, 
when the head has stretched the levator ani, the anus opens out, the perineum is 
resistant, and is seen to be about to tear, then an episiotomy should be done. 

The repairs of the perineum should be divided into three classes, the same as 
the classification of tears. In the repair of the first class, or first degree tears, we 
use formalized pyoktanin No. 3 of chromic No. 2 catgut, beginning at the upper 
angle of the tear, using a continuous half-lock suture. These sutures do not have 
to be removed. 

In the repair of the second class, or second degree tears, we retract the vagina 

y, to bring the tears into full view; then with plain catgut No. 2, on a round 
full curved needle, we go well out into the lateral walls, and bring the muscles to- 
nl using interrupted sutures. Now we close the fascia over the muscle with a 

interrupted sutures, the skin and mucous membrane being closed as in the 
fepair of the first class of tears. 

In the repair of the third class, or the third degree tears, we begin by suturing 
the rectal tear at its upper angle, with No. 2 catgut. It is best to make the sutures 
Mterrupted, and be sure to suture the rectum down to the skin beyond the muco- 
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skin anal margin. Then bring the sphincter together with No. 2 plain catgut, 


also the levators and fascia, and close the same as in cases of first or second degree 
tears. We seldom use silkworm gut; but if there seems to be much tension, it js 
best to put in one or two tension sutures. 

Thus we can, if the patient be in good condition, by using the suture material 
mentioned, repair all tears immediately after delivery. The sutures do not need 
to be removed, thus benefitting the doctor who cannot return the eighth or tenth 
day to remove them. In our hands this method has given better results than the 
old method of using silkworm gut. 


Discussion. 


Dr. Lee W. Cotton, Enid: The great war has focused the attention of the public 
on the necessity of conservation of health, and our country (this nation) has ae. 
cepted the challenge to do everything in its power to promote the health and con- 
serve the vitality of our people. 

This is the slogan or watchword in all of our cantonments or training camps, 
and while this splendid campaign was started as a war measure, it has become a 
part of the permanent community life; hence we must at once conclude that this 
paper is not only timely, but in urgent demand, as it deals with the health, lon- 
gevity and happiness of motherhood, which is the foundation stone of the home. 

The first section of the subject (prevention) furnishes us with the most fertile 
field for preventive medicine and surgery, and at once suggests a closer supervision 
of our patients during the full term of gestation. 

The invalidism resulting from childbirth is appalling, and a panoramic view 
of the real conditions, which now exist, should make any thoughtful considerate 
physician pause occasionally, and ask himself if he has not often been guilty of 
inexcusable carelessness and gross neglect bordering on criminality. 

Rather obscure vital statistics claim about 20,000 deaths of mothers and about 
250,000 of babies annually in the United States from childbirth, to say nothing 
of the postponed mortality from injury received during labor. 

Doctor De Lee, one of our best authors, claims that 50 per cent of women 
who have borne children bear marks of injury sooner or later, and yet we contend 
that labor is a normal function of the human female. These are fine monuments 
of our carelessness and ignorance. 

In order to intelligently protect our patient and prevent possible approaching 
danger, many factors must be considered. We need to know something of her 
hygienic surroundings, mode of living, manner of dress, occupation, heredity, etc.; 
if she is suffering from urethritis, endometritis or a salpingitis, size of the child’s 
cranium and the position of the foetus, if the kidneys are secreting properly, and 
if she has persistent or even periodical attacks of vomiting, especially in the latter 
states of gestation. 

Only last week we buried in a little town near Enid the wife of one of our best 
physicians, a splendid young woman in fine health seemingly. Those who attended 
her and those who know something of the family in considering this at our meeting 
the other night thought that we had certainly overlooked things that we should 
not have overlooked. That woman seemingly had been rather strong and in rather 
good condition, but at the seventh month and bordering on the eighth she began 
to have quite frequent attacks of vomiting, not much appetite, tongue dry; the 
urine was examined and there was possibly a trace of albumen, no high line case, 
no cast of any description that should make it very alarming. Yet she was brought 
to the hospital a little later and in a few days from that time she went into coma 
and died. 

We had good physicians that looked into the case carefully. But now what did 
we have? She had persistent vomiting, thatfis, at times, yet some days it would 
pass over. It is a toxin in her condition; I do not know how to explain it, possibly 
some of you may be able to. We were not able fully to understand it; we know 
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occasionally we have those conditions. The woman died; there was no real reason, 
so far as we could see, except she had a toxin from pregnancy that she died from 
some way or another. That is one thing I think we ought to look into more care- 
fully. 

I have had one or two cases where they did not die, but I was alarmed. 
I could not find anything alarming in the urine, yet they were very sick women. 
Now that is a condition I hope some of you will not pass over. Personally I would 
like to have more light on it; I know I am in a way in the dark, but I mention this 
because it is a factor and an important factor and if we are going to prevent these 
things we want to look at every phase of our case and we want to have every symp- 
tom. This is a very important symptom in my mind. 

At the Bedside. The first prerequisite is absolute cleanliness, not necessarily 
antisepsis, but asepsis, and soap and water are the essentials. 

The physician at this time needs in store a good stock of patience. It is said 
that time, patience, and perseverence will overcome all things, and nowhere in a 
physician’s career are these essentials more appropriate. 

We fully agree with Dr. Wells that the principal cause for cervical tears is 
due to too rapid dilatation. We believe that almost without exception this can be 
averted. As a remedial agent the old true and tried, chloral hydrate, in thirty 
grain or even drachm doses, seldom fails to bring happy results. Nitrous oxide, 
chloroform, etc., have their places. Ext. pituitrin, except where dilatation is 
complete, is not only likely to harm but dangerous. 

Small tears of the cervix usually care for themselves, and it is only where 
the hemorrhage is profuse and rupture of the circular artery that surgical inter- 
ference is necessary. 

The technique of repair of the cervix, when necessary, has been so ably de- 
scribed by the author of this paper, we do not wish to further comment. 

Injury to the vagina and perineum is much more common than is that of the 
cervix, yet the causes for tears are practically the same and are usually due to too 
rapid delivery. As a rule tears of the perineum should be repaired at the time of 
delivery, unless it is very slight indeed. 

Many times what seemingly is only a slight tear of the perineum elicits the 
fact in after years that the pelvic floor has been seriously damaged, with the result 
of subinvolution of the uterus and later prolapse or marked displacement. 


Dr. W. R. Joblin, Porter: There is a question in my mind whether a doctor 
in country practice should attempt an early repair of these tears. I generally do 
unless the surroundings are very bad. And I find that, as did the doctor who read 
the paper, the old English side position is one of the best positions to prevent a 
tear of the. perineum; and I also notice that we find very few tears in negro and 
Indian patients who assume the squatting position. I have quite a large practice 
among the full blood Indians and the negroes and they nearly always assume 
the squatting position. 

I know that I am neglectful, I let tears get by me that are obscured by the 
skin not being broken; vaginal tears and muscular tears get by me, and I know 
that we let more cases of that kind go by us, to the detriment of the patients in 
after years, than we should. It is a very small thing, but we overlook it. A man 
will look at the perineum and he won't recognize a tear there when he has got a 
vaginal or muscular tear and the muscles are separated widely, and the next thing 
you know you have an invalid patient. It is very hard, though, for a doctor doing 
practice under the hygienic surroundings that a country doctor has to contend with 
to repair all of these lacerations. But we are coming to a day and time when a 
doctor will be held criminally liable when he does not repair a lacerated perineum 
when the condition exists. 


Dr. W. A. Fowler, Oklahoma City: Dr. Wells’ paper is so important and so 
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interesting that I feel like we ought to have more discussion on it, and I think 
that the key-note of the paper is absolutely right, and that is that the prevention 
of lacerations is more important and is a more fruitful field for our interest than 
the cure, and that the best thing in the prevention is to give the tissues time to 
stretch. 

There are two or three features of the paper that I thought of partic ularly 
that might be dangerous in some cases. One is the practice of introducing the 
finger in the rectum. I have seen this procedure done in the course of repair of 
the perineum. Of course Dr. Wells did not mean that should be done, but that is 
sometimes practiced. The finger is introduced into the rectum and the glove not 
changed or rinsed off in a lime salts solution before being introduced into the va- 
gina. That is a source of infection, and in a case of infection I think we had better 
accept a failure in the repair of the laceration and remove the sutures for better 
drainage. I believe that in home practice particularly—and it is my practice in 
all cases—the use of the silkworm gut externally will be better than the use of 
the catgut. If we get a mild infection with the silkworm gut, not sufficient to 
make them feel really sick, we can just leave the silkworm gut in, and we will get 
a much better result than using chromic catgut. I believe with the average man— 
and I put myself in that class—that the silkworm gut will give us better results, 
The thing about introducing a silkworm gut is to start it far enough from the 
edge of the tear so that it will be easily removed and swing the needle out so as to 
make a circle with your suture and not to leave a dead space in the tear and to 
leave it in long enough before being taken out. Personally I leave the sutures in 
two weeks before I remove them. 


The practice of episiotomy recommended by De Lee does not belong in 
my opinion to home prac tice. I feel it is a very wise man who can tell by looking 
at the perineum that it is going to be torn or that it is not going to be torn, and 
I would not care to wilfully make a tear in the perineum when I could not be sure 
it was going to be a tear. I know some of the best authorities recommend that, 


Dr. De Lee among them. 
The paper as a whole is excellent and I think it is one of the best we have had. 


Dr. F. R. Wheeler, Mannford: I certainly like the paper, and the prevention 
is the biggest thing. I am isolated, like Dr. Joblin over there, although I never 
waited on but very few people outside of our own. I hardly ever have a consultant 
in the practice. I do not know why I get along, but I seem to pretty well. 


Dr. W. M. Taylor, Oklahoma City: We all agree with Dr. Wells that the 
preventing of tears is more important. Some time ago Dr. Cook advocated the 
plan, instead of repairing our lacerations immediately, especially where our sur- 
roundings are bad, of waiting for a week, as much as seven days and then putting 
in a suture, that we would get better results than where you got in where the tear 
is fresh, and that he uniformly would get better results by waiting seven days than 
he would from work of that kind done immediately. 


Of course the objection offered to his plan at that time was that the lacera- 
tions and blood vessels are left exposed and there are more chances for infection. 
There is a good point, but I am sure that in certain cases we would be justified 
and would meet with much better results if we postpone these operations of repair 
work. 


Dr. W. W. Wells, closing: I thank you for the general discussion. In regard 
to what Dr. Taylor suggests, waiting seven days to repair, I want to say that I 
looked up the different authorities on that subject and see that a great many 
of them believe in waiting. However, an equal number repair the cervix and 
perineum immediately, and in many cases they get union by first intention and 
consequently get good results. 

Another thing is that the patient will usually permit one or two sutures to 
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be taken at this time and then you are through with the case. If you are not 
practicing in that neighborhood you do not necessarily have to go right back and 
see how the patient is getting along or go back in six or seven days, as the doctor 
suggested, and put in these sutures. Then you have another week that you do not 
know whether you are going to have infection or not. 

Dr. Fowler, in speaking of the introduction of the finger into the rectum in 
these cases, called our attention to that danger. The introduction of the finger 
into the rectum certainly might cause infection; but after every injury, whether 
it be from obstetrical cause or other trauma, we always make a thorough exami- 
nation of the parts: injured, and that is the object in this case. You put the 
finger into the rectum and turn the vaginal wall out, and you do that to inspect 
it, then you know whether to prepare to do your surgical work or not. In this 
paper I have not touched on antisepsis or asepsis because we feel that as obstet- 
rical surgeons we should be sterile. 

Now in regard to repairing the cervix. I went down to the instrument display 
and got one of these ferceps. This is a sponge forceps; it is curved. I use two 
straight ones; they do not cut the cervix. Now put one on the posterior and one 
on the anterior lip of the cervix; pull the cervix down into view. You can easily 
see the tear, it is usually on the side; you can take as many sutures as is neces- 
sary. Do not repair these cases unless it is absolutely necessary. 

The silkworm gut usually shows in my hands deep ulceration around the 
gut down into the tissue. In general surgery they have always used silkworm 
gut in closing their abdominal wounds. Today there are very few men using silk 
worm gut in abdominal surgery. only where they think that they might have some 
infection or too much tension for catgut. 

We have found that by using the plain catgut for closing the muscle, and 
the tissue closed with chromic or pyoktanin catgut and then the skin with plain 
jodinized gut, we are able to get a suture that will not ulcerate from any other 
cause. 

The material we use is pyoktanin catgut No. 3, it is put up so that any one 
can carry it, it is sterile, it is in three packages, and I have always found that it gives 
us better results than the silkworm gut on account of the fact that we do not have 
the tissue with an unabsorbable suture material extending out through the skin 
along which infection can go down into the deeper tissues. 

This pyoktanin gut will swell and fill the cavity, consequently it will not allow 
germs to pass down along the gut to the deeper tissues. The silkworm gut as 
the skin retracts from it leaves an opening that the germs can pass through. 


THE EYES OF THE ARMY. 


Allen Greenwood, Boston (Journal A. M. A., June 29, 1918), describes what 
has been done for correction of eye defects in the army. Some criticisms have 
been made on the standard frame adopted, but it seemed to have more advantages 
than any other, with its three variations of bridge. The most frequent criticism, 
however, is of the round eye piece, and the disadvantage that the cylindric lenses 
may be turned in the frame. This is best answered by calling attention to the 
fact that all cylindric lenses when in place are marked on the side, at a point close 
to the middle of the temple attachment, and the soldier’s attention is called to 
this, so that he can watch for any possible shifting. Other methods of meeting 
the difficulty are noticed, and a list of lenses supplied in the equipments of the 
various units. Steps were taken to have a first class optician in each of the can- 
tonments. For the central optical unit, a full equipment of machinery for the 
surfacing and edging of lenses, and a plentiful supply of glass and blanks was 
provided to be used by skilled workers on the spot. 
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SOME SURGICAL ASPECTS OF OBSTETRICS. 
By E. FORREST HAYDEN, M. D., Tulsa, Okla. 


The fact that I have been asked to write a paper, and that it has come in this 
important section and also has lined up under this particular part of this section, 
viz., obstetrics, and has furthermore partaken of a surgical nature, is a matter of 
evolution. 

My first contribution in the way of a paper to the Oklahoma State Medical 
Association was on the subject of “Pneumonia in the Young.”” The second, “Pre- 
natal Influences,” and today, because of the course of events and the nature of 
the greater part of my work, I am endeavoring to present an obstetrical subject 
from the standpoint of its surgical aspects. This, however, will be brief, for | 
think it is the tendency of modern times to make papers and addresses, and es- 
pecially papers to be read before bodies of this sort, as concise as is in keeping with 
a good sense and a fair presentation of the subject in hand. 

The main object in a medical meeting when its members assemble themselves 
is to give a fair opportunity to standardize medical thought, and to establish a 
mean and in a measure harmonize the extremes existing between the viewpoints 
of the very enthusiastic and those who are more than conservative. It is from the 
various discussions of the topic that we probably derive the most benefit. Men 
coming from different parts of the state who have been daily wrestling with prob- 
lems peculiar to their communities and work, hold pent up in their experiences 
material which is wonderfully beneficial to the whole of us. This they produce on 
the spur of the moment, delivering their systems of some rich experiences that, 
though extreme or conservative, are very helpful to all of us, and thus we progress 

Papers that are well paragraphed outlining the fundamental features of the 
subject so as to readily merit discussion should meet with universal approval. 

Papers that contain long lists of statistics or too many case reports with much 
irrelevant matter do not conserve time properly, and at once become tiresome and 
inefficient, oftentimes leaving the better part of a program unfinished. Things 
that are purely historic or academic in character have no part or place in a medical 
program such as we are now handling except under very rare conditions, conse- 
quently without padding or polishing, I pass to the essentials that have been the 
jneentive for this production. 

Obstetrics has its surgical aspects, and surgery sustains a relationship to the 
subject as a whole as much as does embryology, the physiology of the puerperium, 
the physiology and mechanism of labor, the pathology of labor, or any other of 
its subdivisions. In fact, it is the methods that are surgical in character that lend 
to the subject the results that are most positive in the alleviation of suffering, 
robbing birth of its pangs and giving promise of less mortality to both mother and 
infant. As the management of labor cases has passed from the control of the 
ignorant and untutored into the hands of the scientific and those who know how 
to be surgically clean, so have gone septicemia, infection, and death resulting from 
lack of knowledge and the neglect of rational and radical surgical procedure. 

The responsibility of being clean begins at the bedside when we first approach 
a patient in labor, and we should begin after this manner: If a patient has not 
been long in labor and the cervix is dilated not larger than a silver dollar or the 
top of an ordinary tea cup, or if the membranes are not as yet ruptured, to be ex- 
actly right, give a vaginal douche of one-half gallon of warm bi-chloride solution 
1-2000. Give an S. S. enema of the same amount. Place a pad underneath patient 
made of. several thicknesses of newspaper and covered on both sides with thin 
cloth or canvas, otherwise use a Kelly pad. I use and prefer the Kelly pad, not- 
withstanding that it is condemned by a few, because I can boil it in a few minutes 
a nd te certain it is thoroughly sterile. Distribute a few more newspapers on the 


*Read at the 26th Annual Meeting, Tulsa, Okla., May 15, 1918. 
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floor at the bedside, upon which set a slop jar with sleeve of the pad dipping into 
it. Drape a clean sheet about the legs of the patient, not being too afraid to expose 
her, and you are all ready to go, so far as the patient is concerned. While the Kelly 
pad is being boiled in a pan of water on a nearby stove, have a pair of rubber 
gloves in preparation at the same time. In the same pan above mentioned, place 
two Dudley ligament forceps, a needle holder and one pair of scissors, unless you 
prepare the scissors and a fish hook needle together with some few silkworm gut 
sutures on the side, in a separate dish of alcohol or phenol, anyway, have them 
ready and clean. Don one glove at least, at the first examination, which 
has been preceded by a bi-chloride 1-2000 vaginal douche. Lubricate two 
fingers with sterile white vaseline, using it from a flexible tube so that it cannot 
become contaminated. It is not necessary to put glove No. 2 on until the second 
stage of labor is practically over. Such preparation having been made, proceed 
to examine the patient. The first examination usually enables an experienced 
accoucher to predict the outcome of the whole labor. Every time the hand is 
removed from the birth canal it should be dropped into a bowl, close at hand, of 
1-2000 bi-chloride of mercury before being re-introduced into the birth canal. 
With this surgical technique no such a calamity as puerperal septicemia need 
befall anyone, and I have not had such an accident to happen to me in a period of 
five or six years, and I have delivered many women under every variety of trying 
circumstances. 


The different methods of all difficult labors are necessarily surgical, after a 
primary surgical preparation, then all labors which are natural are purely obstet- 
rical, and remain so as long as nature affords a spontaneous process, which within 
itself is indeed marvelous. 


The proper dress of the umbilical cord, though simple, is a surgical proposi- 
tion. First we tie with sterile tape, or should do so, then dress with an aseptic 
powder and cover with sterile gauze, and if later the cord becomes too dry, we rec- 
ommend a dressing of sterile vaseline. If too soft, on the other hand, we apply an 
aseptic powder again, boracic acid or bismuth formic iodide, etc. 


I might go on enumerating the surgical aspects in obstetrical work indefinitely, 
but I will not do so, however, I will take the liberty to mention, concisely, just 
two or three more evidences. The one is the formidable placenta praevia, a prob- 
lem that is not easily solved by the most skilled and one that should be approached 
with fear and trembling by anyone half prepared to cope with its enormous pos- 
sibilities of danger. 


Apart from surgical knowledge and technique, obstetrical practice resolves 
itself into a very crude and inadequate branch of medicine, and carries us back 
to the days when the process of labor and birth were handled by ignorant mid- 
wives; when it was no uncommon thirig for women to die of what was then known 


as childbed fever. 


Previous to the advent of Dr. Oliver Wendell Holmes, puerperal septicemia 
was not recognized as such, and its exact causes were not clearly and definitely 
known, but about this time a revolution in the science of obstetrics was begun 
which has continued to develop into our present day perfection. 


In referring to placenta praevia, I do not propose to enter into its classifica- 
tion, it is of no particular concern as to whether it is divided into three or four 
different varieties, neither do I need, in this, instance to consider its diagnosis, 
etiology or prognosis, but we must remember that it requires strict and accurate 
surgical treatment. 


In the early cases of three or four months the best thing to do is to tampon 
the vagina tightly after having thoroughly cleaned the vagina and put the patient 
strictly to bed, keep her quiet on a liquid diet. If nothing develops after a period of 
twenty-four hours, repeat the process in exactly the same manner, and wait another 
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period of hours, during this time, however, pituitrin cautiously administered acts 
admirably, and as a rule when the tampon is removed the third time the cervix 
will have been well dilated, and most likely the foetus will immediately follow up 
the removal of the tampon or it can be readily removed with the fingers or a pla. 
centa forceps, and without any hemorrhage of consequence. 


In the more advanced stages of pregnancy, say six or eight months, the process 
is somewhat different, and I think the tampon unnecessary and of no benefit 
perhaps dangerous. Wide dilation is required which is accomplished by means of 
a uterine dilator, a Ribes bag or the fingers, of course the membranes are ruptured 
as soon as can be conveniently done thereby permitting and encouraging the 
uterus to contract down on its lower and soft segment as soon as possible, which 
materially controls the hemorrhage. So soon as the cervix is sufficiently dilated 
to permit the introduction of the hand, a bipolar version is done and the whole 
affair is safely finished. I have a large four-pronged uterine dilator with which | 
can safely dilate any cervix that I have seen within the short interval of four or 
five minutes sufficiently to introduce my hand, and large enough to drag down 
and deliver the oncoming head without danger of lacerating the cervix. 


I intended to mention briefly septic abortion and also cesarean section but 
I failed to get to them. Of course we are pro and con as to the treatment of sep- 
tic abortion, some believing in going in and cleaning out the uterus, and others 
believing in staying out. 

As to the cesarean section I am highly in favor of doing cesareans whenever 
it is apparent that the mother is incapable of delivering her child in a reasonable 
time. There was a case of mine I had ten days ago. Three years ago the mother, 
who was thirty-eight years old, went into labor on Thursday evening and re- 
mained until Saturday with one physician in attendance when the second one 
was called, and then continued until Monday, when a third was called, and some- 
how they hitched on with forceps and delivered the baby dead and the mother 
half dead. 

On this occasion she came to me very much alarmed, pregnant again. | 
explained to her what cesarean meant and if it came up again we would do the 
cesarean, which we did. When I went out I found that the bag of water had rup- 
tured, the head had no tendency to engage in the pelvis, and knowing the history 
I sent her out to the hospital and up to the operating room and did the cesarean. 
Consequently they have a fine boy, and the mother is in good condition. Of 
course we have the pros and cons on this subject; some say it is bad and some good. 
I will leave it up to you. 

Discussion. 

Dr. L. J. Moorman, Oklahoma City: Mr. Chairman, I am sorry I have been 
called upon instead of someone else. I appreciate the paper very much but this 
subject is one to which I have given but very little attention and really am not 
capable of discussing it. 

I feel very keenly the necessity of having such a subject thoroughly discussed 
in such a meeting as this. We all know that even with our modern ideas of asepsis 
and antisepsis, puerperal sepsis is still quite common in the hands of the average 
practitioner, and I believe that it is not due to lack of knowledge but due to lack 
of caution, due to carelessness chiefly. While I am not doing obstetrics at all and 
never do surgery, I feel like since you called upon me to make these remarks I 
want to say that I think that is true. I think if we had the statistics we would 
find that the mortality from childbirth has not been reduced as it deserves to be 
reduced, with our present understanding of labor, which really is a major surgical, 
it seems to me. 


Dr. J. A. Hatchett, El] Reno: Mr. Chairman, I will say that I enjoyed that 
paper very much. Of course the subject of the surgery of obstetrics is broad. 
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He spoke of the cesarean section, and there has been a revolution taking 
in that regard in the last few years. We would be better off, much better 
off if we would do a great many more cesarean sections than we do, if we have fa- 
yorable surroundings. If we have a hospital to take our patients to, and competent 
surgeons, we will find it greatly to our advantage to have more of that work done. 
We lose too many children by running the risk of using forceps in cases that pro- 
duce the death of the child. Many times we lament the fact; we make our measure- 
ments and we examine thoroughly, and we say we can save this child by a forceps 
ration, and we apply our forceps and the child is lost. I remember in the New 
York Maternity, the last day I was there, I saw two fine children lost by high 
forceps, both of them died from high forceps. I thought at the time how much 
better it would have been if they had had a cesarean than to have tried the high 
forceps. I also think in our home practice many times we ought to use the cesarean 
when we do not. 

I had a case not long ago where the mother was getting along in years, and 
the father was getting along in years; they had lost the previous child, and they 
were very anxious. The mother was approaching that period of life when she 
would cease to bear children; the father was beyond fifty. They were exceedingly 
anxious to have an offspring. Their first child was a breech and the pelvis was 
somewhat contracted; the measurements were short and they lost the child. Well, 
they came to me and told me that they were very anxious to have a living child. 
I examined the case thoroughly, found that the measurements were somewhat 
short, not very much so but somewhat short; enough to make a person anxious of 
the consequences. The woman could have gotten through all right with another 


_ breech. Jsut as soon as I found it was another breech, that ended it, I was not 


ing to run any risk at all. Here were these people that wanted an offspring, and 
I might have brought that child alive but I might not, we do not know. The best 
calculations, the finest discriminations as were made in these two children that 
were lost by high forceps went wrong. That was carefully considered, and they 
decided that high forceps were better than the cesarean section in those two cases, 
but they made a mistake, in all probability, and they would have been better off 
if they had had a cesarean section. In this case I had a cesarean section and the 
parents had the much desired child. 

We have many such cases, and you and I have often been chagrined and our 
heads have been bowed in humility and weakness when we bring forth a large 
child and it has cerebral hemorrhage and dies. We have all done that. It makes 
us sad; it makes us feel like we had better have done something else. 


Dr. C. V. Rice, Muskogee: Speaking of the cesarean: The mortality of the 
Chicago Lying-In Hospital—pardon me for referirng to that institution, but it is 
a very good example—the low mortality of that institution is due to judgment. 
Now De Lee would not think of doing a cesarean where there had been a hand in 
the vagina; he would not think of doing a cesarean where there was complete 
dilatation or a rupture of the membranes. He would not think of doing a cesarean 
where there had been forceps applied. 

After excluding the cesarean, there are two operations that he considers. He 
never does a high forceps in this way (indicating), that is, he never puts on the 
forceps and pulls. He makes eight or nine tractions, and if the head does not come 
he gives that up as not a forceps case. He either does a pubiotomy or a craniotomy, 
and that depends upon the conditions. If the baby’s heart tones are good and the 
mother is in good condition, he does a pubiotomy, and with all success; but he 
absolutely would not think of doing a cesarean where there had been manipulation 
with forceps and examination and guptured membranes. 

I saw a very sad case there, due to a cesarean, that was performed where they 
had complete dilatation, the head was engaged, but an outside man did the work. 
In this particular case he had opened a Bartholin abscess perhaps a month or so 
before she went to term, before she went to labor, and she developed infection, 
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the worst case De Lee ever saw, and she died. When he pulled the head up, it 
just drew the infection up into the uterus. 

Dr. W. W. Wells, Oklahoma City: This just simply goes to show that obstet- 
rics is surgery. Every man who attempts to do obstetrics is a surgeon or must 
know the principles of surgery; he must know what to do and when to do it. | 
say what to do, I mean by that to know not to do a whole lot of things that we do; 
to leave the patient alone just as much as possible if you know that everything is 
going well. 

Last summer I had the pleasure of being in the New York Lying-In, and went 
there specially to get a lot of work on cesarean sections and I found out there was 
very little of it being done. They had lost some mothers, and it seems that it is a 
great deal worse to lose mothers than it is to lose babies. If you notice in these 
papers, they tell the mortality of mothers and then the mortality of the babies, 
and the babies reach into the thousands or hundreds of thousands in the United 
States in the last year. 

Now our business is that of obstetricians and pediatricians in this land at the 
present time—which I may say is the greatest profession in medicine because we 
have to do with the coming generation, we have to do with the preservation of life 
in the United States at the present. There is more responsibility on us than there 
is in general medicine or in surgery. Surgery, which has taken the lead previous 
to this, has now gone to war and it is up to the obstetricians and the pediatri- 
cians to take care of the world and our future generation in the United States. 

Dr. Roberts, Nash, Oklahoma: Most of these papers that have been written 
and the discussion is all for the city physician who has access to a hospital. It is 
the man who goes out into the country all the way from three to fourteen miles 
from a railroad who recognizes these conditions ought to be in a hospital. 

I find that the high forceps delivery in my hands has been a failure. I find if 
you do the podalic version you get along better and you will deliver more children 
alive than you do with the high forceps delivery. 

One great mistake made by we men out in the country is that we have not 
equipped our obstetrical bags sufficiently. I know I have been guilty of that 
error, and it is only in the last week that I feel I have begun to get my obstetrical 
bag equipped. When you go into a country home and try to do any surgery what- 
ever, the first thing you are up against is to find something in which to sterilize 
your instruments. We should have a bag equipped with a sterilizer; we can get 
one very easily at most instrument houses with a sterilizer in the bottom of it 
which you can carry with you most anywhere, and that objection is removed. 
The only thing you will generally find in most homes is a little bit of a round sauce 
pan about big enough to hold a teaspoon, or the dishpan. You know how the 
dishpan is, Dr. Moorman; I graduated up there in your country from obstetrics. 
You will find maybe a little ring of grease around the top of it where the ladies 
have failed to wipe it out. 

These are the things that the country practitioner comes up against. So I 
advise all of you to get your obstetrical bags equipped with a sterilizer, one that is 
long enough for your forceps, and you will get along a great deal better, since you 
cannot have the hospital. 

Dr. W. A. Fowler, Oklahoma City: The point which I think is deserving of 
emphasis is that the cesarean operation ought to be a selective operation. Just as 
far as we are able, we ought to select the cases beforehand that are going to need 
the cesarean. It is dangerous to do cesarean operations after examination or other 
methods have been attempted, and probably the better procedure in these cases 
would be to sacrifice the child and save the mother and give her an opportunity 
for another pregnancy. 

The second thing that I think should be unqualifiedly condemned is the anti- 
partum vaginal douche. I think it has been abandoned and I am sure that though 
it is dangerous it is very often practiced. In the first place, it robs the vagina of 
the very useful lubricants, and I think we ought to condemn that procedure. 
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Dr. E. Forrest Hayden, closing: There is not much more I wanted to say 
because after I read my paper I always feel like apologizing for not having done 
it better. 

It seems to me that the cesarean feature has been the one that has received 
the most attention. Of course it is spectacular, more spectacular than it is difficult 
todo. Being clean is the first essential, of course; and some doctor said it should 
be selective, that is good. It should have a little examination before we attempt 
an operation, but what examinations have been done should have been cleanly 
done. Of course we do not expect much harm to come to the mouth from an ex- 
amination that has been carefully and cleanly performed. 


As to the rupture of the membranes, the doctor said that they should not be 
ruptured before the operation. I am at a loss to know just why that is; I do 
know in my experience with cesareans, about three—and I haven't lost any of 
them, thank the Lord—that when the membrane is ruptured and all the con- 
tents of the uterus emptied, then you have less material to overflow into the belly. 
In the case which I mentioned a while ago, I ruptured the membrane before I 
sent her to the hospital and when I opened the belly I didn’t have any overflow 
into the belly and I had no sepsis of any sort, and the mother is a living example 
at the Oklahoma Hospital, unless she went home yesterday. 


As to the pubiotomy and craniotomy: I have never done but one craniotomy 
and I never will do another one; I think it is absolute murder and unnecessary. 
Some doctor suggested the podalic version; I think that is preferable to any forceps 
operation whatever. Some have delivered the placenta in the third stage, allowing 
it to pass out through the uterus after dilatation, of course. I have taken the pla- 
centa out through the belly with the child, stripped the uterus of all of its mem- 
branes and left it clean. 


RUPTURE OF THE UTERUS. ‘ 


After noticing the comparative infrequency of rupture of the uterus after 
and because of previous cesarean section Emil Novak, Baltimore (Journal A. M. A., 
July 13, 1918), reports a case occurring about six weeks after the usual duration 
of pregnancy operated on by subtotal hysterectomy with recovery. The rupture 
was unaccompanied with internal hemorrhage or shock. This observation was not 
unique, a similar case having been reported before by Neill. The uterine scar 
seems to have been separated without producing any hemorrhage, perhaps because 
of the tampon-like action of the fetal head, as it was delivered through the gap. 
The most important feature of the case, however, is the history of an infected 
abdominal incision after the previous cesarean section, as it seems to have been 
demonstrated that a perfectly normal recovery from cesarean section is not fol- 
lowed by danger of subsequent rupture. The invasion of the uterine scar by de- 
cidual elements in subsequent pregnancy is probably much less important. In 
Novak’s opinion the occurrence of stitch infection in the abdominal incision after 
the prior section may be taken as prima facie evidence of infection and poor healing 
of the uterine incision. As held by most obstetricians, the management of cesarea 
patients in subsequent pregnancies should not be too strongly influenced by the 
fact that rupture of the uterus occurs in a very small proportion of cases, prob- 
ably not exceeding 2 or 3 per cent. 
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TYPHOID FEVER.* 
potion. 
By T. W. BREWER, M. D., Miami, Oklahoma 


It is not the purpose of this paper to go into an exhaustive discussion of this 
subject, but merely to bring out some of the most important points, which are 
already well known to the profession, and to open the way for a full discussion, 
by the members of the profession. And to this end, a review of the prevention, 
nursing, treatment, contagion, and a short discussion of the pathological condi- 
tions, and a review of the phenomena, as it presents itself at the bedside is, I think, 
in order. 

It has long been known that typhoid is a general infection and ulceration of 
the lymph follicles of the gut, swelling of the mesenteric glands and spleen, and 

arenchymatous changes in other organs, especially effecting the lungs, spleen, 

idneys, and cerebrospinal system. The fever is accompanied by a rose colored 
eruption, appearing from the seventh to the eleventh day of its inception. Such 
symptoms as the pea soup stool, abdominal tenderness, and tympanies, are all 
too well known in this disease to receive special attention. 

These symptoms, as well as others, even the fever itself, are inconstant, and 
no one of them is to be entirely relied upen, and one or more may be absent alto- 
gether.” It has been well said that typhoid is an index to the sanitation of the 
community, and often to that of the family or individual. It is seldom met with 
in young children, is badly borne by patients over forty-five years of age, and it 
may, I think, be generally said to reach its height of severity between the ages of 
eighteen and forty-five. The bacillus is killed with carbolic acid, one to two hun- 
dred, or bichloride of mercury, one to twenty-five hundred, and it is said that a 
single bacillus will, with proper incubation, produce a billion in ten days. 

In its ravages on the gut, hyperesthesia involves the glands of Peyer, in the 
jejunum, and ilium, and those of the large intestines The follicles are swollen and 
of a grayish white in color, resolution and necrosis takes place prior to the elev- 
enth day, and the enlarged cells are destroyed and absorbed, leaving little pits, 
not unlike the pits of an eruptive fever. Superficial hemorrhage, sloughing, with 
ulceration, follow or may occur at this time, from the edema blocking the blood 
vessels. The ulcer may penetrate the peritoneum, especially in the region of the 
iliocecal valve. The entire Peyer’s patch may slough away, in from six to eight 
inches of the ilium. Perforation takes place in about 5 per cent of all typhoid cases 
and may occur at any time from the seventh day of the attack to two weeks after 
the temperature becomes normal. The sigmoid probably being the most liable to 
attack. Rupture of the spleen, gangrenous abscesses, parenchymatous degenera- 
tion of the liver, acute nephritis, catarrh of the bladder, diphtheritic inflammation 
of the viscus, orchitis, ulceration of the larynx, edema of the glottis, lobar pneu- 
monia, fibrous pleurisy, emphysema, typhoid gangrene from thrombosis, embolism 
in the veins and arteries, optic neuritis, aphasia, and muscular abscesses, especially 
in the body of the psoas, are all common complications, and in a disease so complex 
there can be no hard and fast lines of treatment, but the physician at the bedside 
must be the judge on the lines of treatment to pursue. 

The period of incubation is from eight to twenty-three days. The prodromes 
are marked by a feeling of lassitude, headache, chills, anorexia, constipation or 
diarrhoea, abdominal pain and tenderness, and at last the patient takes to his 
bed, and from this date the attack is supposed to start. The evening record grad- 
ually grows higher and higher each day, advancing about one and one-half degrees 
daily until it reaches 103 to 105 degrees The pulse will show a low tension, and 
will beat from 100 to 110, and often dicrotic. The tongue is coated, often red at 
the point, and sometimes with a red and angry looking center; cough and bronchial 
symptoms are marked; the rose colored spots appear at about the end of the first 


*Rea d before the Ottawa County Medical Society, June, 1918. 
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week. The second week is an aggravated picture of the first, the face looks heavy 
and mental dullness is marked, pronounced nervous symptoms, hemorrhage and 

rforation may occur. The third week is marked by morning remissions of fever, 
Peart feebleness, pulmonary complications, delirium, muscular tremor. The 
fourth week is an aggravated picture of the third, unless the fever leaves at the end 
of the third week. After the second week, the tongue is likely to become dry and 
cracked, pulse irregular and feeble, abdomen distended, and the patient lay in a 
profound stupor, with eyes partially open, and defecation, and incontinence invol- 
untary. Heart failure is liable to occur at any time and the friends and relatives 
should be aware of the dangers that are likely to arise. The onset may show 
cerebrospinal symptoms, facial neuralgia, headache, convulsions, pulmonary 
symptoms, bronchial catarrh, chills, pleurisy, severe vomiting, smoky or, bloody 
urine with albumen. 

In the ambulatory form, where the patient is up and around, with a tem- 
perature of 104 or 105, and as they say fighting the fever off, I have at once resorted 
to powdered opium and constipation, and the application of cold, but in spite 
of my best efforts, a death certificate is the rule, as death generally ensues from 
hemorrhage. Post-typhoid will be recognized by a normal temperature for several 
days, and then a sudden rise to 104 or 105. This phenomena is generally caused 
from indiscretion in diet, and will pass off in a few days and the patient go on to 
recovery. Relapsing typhoid will be recognized by the step-like rise after the 
fever has run its course and become normal. 

A subnormal temperature is of no special consequence, while a sudden drop 
in the temperature indicates a hemorrhage. Chills, fever and sweats are often 
encountered after the second week, and generally indicate pus somewhere in the 
body. Bed sores should be avoided, but if present, see that all pressure and irri- 
tation is removed from them, use the air or water pad, and keep clean from in- 
fection. Sudden death may occur from embolism or uremia, either at the height 
of the fever or during convalescence, and it is well to keep the old axiom that a 
case of typhoid is never too light to prove fatal, nor too hopeless for recovery, 
constantly before our own minds as well as before the minds of the relatives and 
friends of the patient. In case of typhoid dementia, separate the patient from 
sympathizing friends, for a month or two will generally result in a recovery. Hydro- 
therapy, massage, and the wet pack are invaluable in typhoid; use cold water,- 
externally, internally, and eternally. Careful nursing, restricted diet, and ventila- 
tion should receive proper attention, and the attending physician must be resource- 
ful and meet conditions and complications as they arise from time to time. 

All persons coming in contact with the infected individual or who have been 
subjected to the same environments, should be immunized. The excretions from 
the sick room should be properly disinfected, and the sick room kept quiet and 
cool, with special attention to the relative humidity of the air in the room. The 
physician should always write all directions plainly, and have the nurse check 
as the directions are followed. I consider it good practice to thoroughly cinchonize 
the patient at the onset, and caster oil is a most valuable remedy. Calomel is 
valuable as symptoms demand, and a high enema and a mild intestinal antiseptic 
do no harm; give lots of cold water, watch the stool, watch the temperature, 
watch the pulse, watch the bladder, watch the tympanitic condition of the bowel, 
watch the base of the brain and the spine; examine the stool for curds, and if 
found, weaken the diet. If the bowel moves too often, and application of cold 
fails to control them, use starch and opium. In case of hemorrhage, give full 
doses of opium, or acetate of lead and opium, cold and adrenalin; use stimulants, 
and if need be, use normal salt solution subcutaneously. In severe nerve symptoms, 
use Dover's powder. Bandage in case of phlebitis, typhoid spine drags for months, 
and massage is probably the most effective treatment; allow no solid food for ten 
days after the fever becomes normal, always remember that one-half drachm of guai- 
acol, painted on the flank, will cause a prompt fall in temperature. Typhoid in 
pregnancy should be carefully watched, and in case of a dead foetus, void the 
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uterus. In intercurrent typhoid, the temperature will drop to about 100 and in a 
few days the patient will become normal. Spurious typhoid generally lasts from 
five to seven days. 

Typhoid fever is most variable in its manifestations, and typhoid malaria 
does not exist. The physician, who claims to be a dead shot on typhoid, 
either displays his ignorance, or is preying on the ignorance of the laity, 
It is always well to look out for malaria, pyemia, and miliary tuberculosis, 
in making the diagnosis. A good test is the best, and the best test is with the 
microscope. The prognosis should be most guarded, especially in high fever at 
the onset, toxic manifestations, early hemorrhage, or early involvement of the 
brain and nervous system. In conclusion, I would say, the prognosis should always 
be guarded, and that the resourcefulness of the attending physician, and careful 
nursing are the cardinal points to the life of the patient. 


DUTIES OF THE DERMATOLOGIST. 


H. H. Hazen, Washington, D. C. (Journal A. M. A., June 29, 1918), calls 
attention to certain matters having special reference to the medical duties of the 
dermatologists as regards the profession and the public. The meeting of specialists’ 
societies and of sections of the larger association have not done, he thinks, all that 
might be expected of them. Their meetings have been pleasant social occasions 
with some good papers and valuable discussions, but more might be asked. Would 
it not be fair to ask such societies to give out general authoritative information 
for the benefit of the practitioner, the lay citizen, and governmental guidance, A 
standard publication committee might occasionally publish cretiques, answer 
proper questions, and assign definite problems to members to be reported on. 
These are only suggestions for the future. As regards duties to patients, one im- 
portant thing must be emphasized; the duty to recognize serious ailments that 
may be developing, such as early cancer and first or obscure symptoms of con- 
stitutional disease. Reference to skilled specialists is also a duty as well as con- 
sultation in such cases. There has, Hazen thinks, been too much deference given 
to Teutonic authority in dermatologic matters, and if the students who have gone 
to Germany had realized that frequently their provat-docent or professor was too 
ignorant or conceited to recognize work done in America, it would have been better 
for them. To some of us it has always been a marvel that more of us could not 
see through the folly of taking too seriously the work of a man who could publish 
a lengthy bibliography with no American references whatever, and scarcely any 
but German ones. We must prepare to train dermatologists and syphilologists, 
and have fewer and better clinics, so as to spare us the necessity of going abroad. 
The arsphenamin situation is also discussed, and we should see that we are not 
crippled by a renewal of the monopolies that existed before the war. The duties 
of a dermatologist to his government and country are referred to at length by 
Hazen, and he gives a list of some of those who have given all their services to the 
Government and a few who have even given their lives in active service. There 
are others, however, who, without giving their all, could give services of greatest 
value, as consultants and visitors to hospitals and camps in the same capacity 
in which they now act for the civil hospitals. Army physicians would thus secure 
additional aid and training, and be freer to fulfill their multifarious military ob- 
ligations unhampered. At the same time we must appreciate the tremendous 
difficulties that have attended the sudden expansion of the medical corps of the 
Army. These are offered as suggestions worthy of consideration. 
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EDITORIAL 








NEW ARMY NEEDS FROM OUR PROFESSION. 


Four months ago the Surgeon General’s office indicated there would be needed 
immediately 8,000 physicians to equalize the needs of the 800,000 registrants to be 
called in 1918. This estimate was shortly thereafter reduced to 5,000. Almost 
immediately the country was electrified by the statement that we “now have more 
than halfa million men in France.” Soon the mark reached a million. Every 
great railway line running across the country bore evidence that there was a 
constant stream of trained men going to the seaboard for embarkation and coin- 
cidentally with the superactivity the Provost Marshal General began his insistent 
calls for thousands of new men to take the places of those who were leaving the 
cantonments; these calls came in such rapid succession as to amaize people who 
had not noticed the work particularly before. In many places Class | was ex- 
hausted by them. 

This preliminary statement is made to show the impossibility of anyone trying 
to gauge the demands of the Medical Department for medical men. We thought 
we needed the 8,000, but as a matter of fact that 800,000 that we were to have 
have called out leisurely in 1918 has probably long since been sucked into the rap- 
idly expanding and hungry maw of our training camps and when we have cast up 
our figures at the end of the year we will likely find that 3,000,000 for all Army 
branches will be nearer the number than the first estimate. 

To meet this demand we must place more medical men in the field than we 
ever thought would be needed. Already the number runs far above twenty 
thousand (estimate) and the American Medical Association, which has completed 
an exhaustive, grass-roots survey of the situation, believes that we will be called 
to furnish approximately 40,000 men before we are through with the war if the 
tatio of men to the number of soldiers in service is maintained as heretofore. 

They are now formulating the suggestion to all county organizations to secure 
at least 20 per cent. of their registered practitioners for the service. 

A survey has already been made of our State’s resources in this respect or is 





——————., 


274 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 
being made, and we should soon know approximately how many men have gone 
from each county, how many are left and of those how many probably can be 
spared. 

It is suggested that no locality should, unless clearly oversupplied, send more 
than 50 per cent. of its practitioners, for it must not be overlooked that the civilian 
population at home, after we have an army of five million men in France, will 
approximate more than one hundred million people and they must necessarily 
have medical attention or the suffering will be incalculable. We have some localj- 
ties heretofore oversupplied with physicians, but as a rule the rural districts have 
had localities where there were not enough. Obviously such districts as the latter 
should be very carefully approached and the committees having charge of the 
consideration of ways and means should make their suggestions square with 
the facts and needs of each community. It has been said that some one with 
supposed authority has promised to send physicians to localities needing them. 
It must be said right here now that is a practical impossibility and was a promise 
made with little knowledge or study of the situation. The rural community now 
deprived of its physicians will remain in that state until the war ends, for the at- 
tractive lure of the cities will take those who can move, so it follows that the first 
and severe demands should be made on the cities where hospitals and centralized 
population makes it easier for physicians to centralize and systematize their work 
in such manner that they may, in the aggregate, do twice or thrice the work they 
formerly did. We have remaining in Oklahoma many men who by a little stretch 
of management could arrange their affairs to make the sacrifice entailed on entering 
the service of their country. These men should now prepare to answer the call 
soon to be made on them. We should not forget that the most important thing 
confronting the free peoples of the world today is winning the war and the efforts 
toward building up private practices and furthering selfish and personal ends 
must be relegated until the most important work is finished. Unless we win 
the war physicians may well look forward to conditions of impoverishment, taxa- 
tion rates undreamed of and possibly such impossible interference with the intimate 
and personal affairs of the American family life as to make our lives unbearable. 

The only thing we have to suggest in this matter is that each physigan must 
be the sole judge of whether he should go or not, but the man who can go and 
trumps up this and that trivial excuse for not going is soon likely to become a 
mark for derision from his fellow man. 





| PERSONAL AND GENERAL NEWS | 





Dr. R. Keyes, Castle, has moved to Okemah. 

Dr. and Mrs. W. S. Larrabee, Henryetta, are touring Colorado by automobile. 

Dr. G. H. Wetzel, Sapulpa, has been commissioned in the Medical Reserve Corps. 

Dr. Lea A. Riely, Oklahoma City, has been made a Captain in the Medical Reserve. 

Dr. E. W. King, Bristow, has received a commission as first lieutenant in the Medical Reserve. 

Dr. H. T. Ballantine, Ist Lieutenant, M. R. C., Muskogee, was ordered to report for duty Aug. 5. 

Dr. A. B. Fair, located for many years at Frederick, will move to his old home, Ottumwa, Iowa. 

Dr. Edwin F. Davis, Oklahoma City, has been commissioned a Captain in the Medical Re 
serve Corps. 

Dr. R. J. Shull, Hugo, has been commissioned and received orders to report for Medical Re- 
serve Corps duty. 

Dr. C. E. Calhoun, Sand Springs, has moved his family to Springtown, Ark. 
the Medical Reserve. 

Drs. A. B. Fair and J. Angus Gillis, Frederick, have dissolved their partnership. 
seek a new location. 

Pauls Valley physicians have announced a substantial raise in their professional charges on 
account of the H. C. L. 


He will soon enter 


Dr. Fair will 
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Dr. C. C. Shaw, McAlester, who has been penitentiary physician for several years, has been com- 
missioned in the Medical Reserve. 


Dr. McLain Rogers, Clinton, is preparing to enter active service in the Medical Reserve and is 
yisiting his old home in North Carolina. 

Okmulgee physicians and civic societies are putting in execution a plan for the securing of free 
jee and milk for sick children in that city. 

Okfuskee County organized a medical council of defense recently. Dr. B. Watts was made 
Chairman and Dr. H. A. May, Secretary. 

Muskogee City is preparing to erect a tuberculosis pavilion. It will be located near the city hos- 
pital. and be managed by the organization of that institution. 


Capt. William P. Fite, M. R. C., Muskogee, received orders July 17 to report on the Atlantic 
seaboard. He had been stationed at Camp Bowie for a year as Sanitary Inspector. 


Oklahoma City’s Maternity Hospital will not be closed, according to a statement from Mark 
Kessler, Commissioner, who announces there will be sufficient funds to operate during the coming 


fiscal year. 


Dr. B. F. McClure, McCurtain, despondent over failure to enter army, committed suicide July 
2. Dr. McClure was 44 years of age and was considered a good practitioner and a good man by all 
who knew him 

Dr. A. C. Hirshfield, Oklahoma City, has been commissioned in the Medical Reserve Corps. 
He has already seen service, having been attached to surgical units in both the Russian Navy and 
Army earlier in the war 

Drs. S. W. Aiken and L. D. Bruton, Muskogee, were bound over without bail July 29th charged 
with the murder of a Miss Malone of Stigler due to the alleged performance of an illegal operation, the 
girl dying the day after. Bail was granted later. 


Creek County has organized a medical section of the defense council by electing Drs. H. S. Gar- 
land, Sapulpa, J. M. Wells, Bristow, and A. W. Holland, Drumright, a committee to act for the body. 
Lieutenant Justice, M. R. C., Sapulpa, presided at the meeting. 


Pushmataha County Medical Society organized a county council of defense, medical section, 
June 27th. Drs. H. C. Johnson was elected president and Edw. Guinn, secretary. Drs. E. P. Wright 
of Albion and Guinn of Antlers volunteered their services to the Medical Reserve Corps. 


Dr. Harry Walker, Pawhuska, died July 26. Dr. Walker was formerly of Oklahoma City, was 
inted Osage physician during the McKinley administration and has resided in the Osage since 
that time. He leaves three sons, Dr. Roscoe of Pawhuska and two others who are officers in the army. 


University Hospital, Oklahoma City, had a narrow escape from destruction by fire June 26. 
The nurses on duty, directed by Miss Holland, Superintendent, prevented a panic among the patients 
and hancled the situation in a masterly manner The damage was slight, amounting to only $150.00, 
according to reports. 


Dr. S. P. Rawls, one of Jackson County’s oldest physicians, who had resided at Altus for many 
years, died in that city June 20th. His death was due to intracranial hemorrhage ten days prior to 
the fatal outcome. He was for many years health officer of his county and was held in high esteem by 
his fellow practitioners. 


Carter County Medical Society held a patriotic meeting June 9th. Drs. M.S. Alexander, Wirt; 
N.R. Barker, Healdton; T. H. Ware, New Wilson; J. F. Son, J. C. Best, G. W. Denham and A. G. Cowles, 
Ardmore, and two negro physicians, D. B. Scott and G. W. Hill, of that city, volunteered their services 
to the War Department. 


Dr. Leroy Long, Dean of the Medical Department, Oklahoma University, made a plea before 
the medical section, State Council of Defense, for the retention at home of several physicians who had 
been slated to enter service. The plea was based on the greater need of the medical school which would 
have been stripped of valuable men and severely crippled. The idea that the school should not be crip- 
pled prevailed and the men were released to the faculty. 


Dr. J. B. Gilbert, City Superintendent of Health for Tulsa, announces that there will be a radical 
change in the sanitary conditions of that city’s restaurants or at least one-third of them will be closed. 
He is to be congratulated. The traveling public who have to patronize the alleged eating places in that 
city will raise a protest on the mildness of his figures. It is admitted that a good mop and hot water 
and soap might improve the condition of their best hotel. 
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THE OKLAHOMA ASSOCIATION FOR THE PREVENTION OF TUBERCULOSIS. 
Oklahoma City, Okla., July 25, 1918. 

Dr. Claud A. Thompson, Sec., 

State Medical Association, 

Muskogee, Oklahoma. 

Dear Dr. Thompson: 

I am giving you a brief account of the conference of the state medical examiners held in this 
city July 16, 1918. 

At a recent conference held in Saint Louis between the State Tuberculosis Association and the 
Southwestern Division Headquarters of the American Red Cross, the following plan for the care of sol- 
diers discharged and returned on account of tuberculosis was proposed and accepted. As soon as noti- 


from $18.00 per week. 

4. His educational standards and those of his family, rated as excellent, good, fair, or poor. 
His home conditions, rated as excellent, good, fair, or poor. 

6. The name of the family physician, and his willingness to co-operate in this program, indicated 
by “yes,” or “no” or “doubtful.” 

7. The desire of the discharged soldier and his family for expert diagnosis and treatment, in- 
dicated as “willing,” “‘uninterested,”’ or “opposed.” 

One copy is sent to our office, one to the Division Headquarters of the American Red Cross, and 
the third copy remains on file with the local chapter. 

With this information at hand, we notify the Home Service Section to send this man to our special 
medical examiner in that district, who has been appointed for the purpose of examining discharged 
soldiers. The medica! examiner is notified in advance of the patient’s coming, and performs the exam- 
ination without any fee. It is agreed that if the patient cannot afford to make this trip that the Home 
Service Section shall pay all costs of transportation. 

The physician records the results of his examination upon a special card prepared by the Asso- 
ciation and a duplicate copy of this report is sent to the state office. 

After the physician has outlined a course of treatment, we send a special field nurse to confer 
with the local Home Service Section, and visit the patient to see that the instructions of the physician 
are carried out. It is our plan to educate the Red Cross worker so that she may be of help to the patient. 
It is also our plan, wherever possible, to arrange for sanatorium care for these men. If necessary, the 
local Home Service Section will pay part of the patient’s maintenance during his stay at the sanatorium. 

At the conference held July 16, there were present the following examiners, appointed by the 
State Association: Dr. Bitting, Enid; Dr. Campbell, Mangum; Dr. A. S. Risser, Blackwell; Dr. D. A. 
Myers, Lawton; Dr. H. T. Price, Tulsa; Dr. Wilkiemeyer; Muskogee; and Dr. L. J. Moorman, State 
Medical Director. Others appointed, but who could not attend the meeting, are Dr. T. S. McCarley, 
McAlester; Dr. Walter Hardy, Ardmore; Dr. Lamb, Clinton; Dr. Blair Points, Miami. 

The meeting was held with the co-operation of The Tuberculosis Committee of the State Medical 
Society, The State Council of Defense, and The Southwestern Division of the American Red Cross. 

The morning was spent in the Tuberculosis Dispensary, conducted by the Oklahoma Anti-Tuber- 
culosis Society with Drs. L. D. Moorman and C. J. Fishman in charge. The clinic was unusually inter- 
esting and instructive, because of the great variety of clinical material and the very complete social, 
medical, and laboratory data. At a short conference in the office of the State Association held in the 
afternoon, I presented the problem of the returned and discharged soldiers as it confronts Oklahoma. 
A very fruitful discussion followed. From here the meeting adjourned to the Oklahoma Cottage San- 
atorium where Dr. Moorman outlined standard methods for diagnosis and management of cases. A 
very interesting case of a patient receiving artificial pneumothorax treatment was discussed and intro- 
duction of gas was witnessed by those present. 

Altogether the day was very profitably spent, and the men who attended the meetings felt well 
repaid for their coming and were very enthusiastic about helping in the solving of the problem of re- 
construction, even before the closing of the war. 

I have had to describe this meeting at great length, because I wanted to be sure you understood 
our general plan. You may use such of this material as you see fit. 

With kindest regards, I am, 


5 


” 
. 


Very sincerely yours, 
OKLAHOMA ASSOCIATION FOR THE PREVENTION 
OF TUBERCULOSIS. 
Jules Schevitz, General Secretary. 





SELE 


= 


Fes £ F 


& Ee Fre PFESS 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


| MISCELLANEOUS 


NEW MEDICAL RESERVISTS. 








Supplementary List, April 1 to 30, Inclusive. 


George Norton Bilby 
James La Salle Miner 
Frank Thomason 

Edward Nelson McKee 
Lawrence Henry Hill 
John Hutchings White 
Samuel Robert Cunningham 
Robert Lord Hull 

Joseph M. Postelle 
Charles Benjamin Taylor 
Walter William Wells 


Charles Judson Brunson 
Arthur Ernest Hale 
William Bertram Berninger 
James Theodore Lowe 
Emery Wilbur King 

Onis Franklin 

Walter Alonzo Howard 
Victor Clifford Tisdal 
Heary Selwyn Drummond 
Edwin Davis 

Harry Elwood Breese 
Arthur Fletcher Hobbs 
William Reed Leverton 
Roy Lewis Pendergraft 
Daniel Boy Ensor 


Alva 

Be £28 
Drumright 
Enid 

Idabel 
Muskogee 
Oklahoma City 
Oklahoma City 
Oklahoma City 
Oklahoma City 
Oklahoma City 


Adamson 
Alva 
Atwood 
Blair 
Bristow 
Bre »%ken Arrow 
Chelsea 
Elk City 
Haileyville 
Haskell 
Henryetta 
Hinton 
Hobart 
Hollis 
Hopeton 


Antonio DeBord Young 
Elmer Clarence Byram 
Benjamin Franklin Newlon 
Thomas Spencer Williams 
William Albert Cook 
Hardin Davenport Irvan 
William Gladstone Lemon 
William Bliss Newlon 
Edward Frank Stroud 
William Joseph Trainor 
Robert Lee Mitchell 


Supplementary List, May | to 31, Inclusive. 


Emmett Johnson 

Virgil Henry Barton 
Charles Cicero Shaw 
Will Curd Wait , 
Clyde Oscar Williams 
P. R. Davis 

Robert Dow Lowther _- 
Horace Reed 

Harold Blake Justice 
Carl Lorraine McCallum 
John David Leonard 
Victor Maurice Gore 
Roy Wilton Dunlap 
W. Forest Dutton 
Gregory A. Wall 


Oklahoma City 
Okumlgee 
Ponca City 
Stilwell 
Tulsa 
Tulsa 
Tulsa 
Tulsa 
Tulsa 
Tulsa 
Vinita 


Kinta 
McAlester 
McAlester 
McAlester 
McAlester 

Noble 

Norman 
Oklahoma City 
Sapulpa 
Sapulpa 

Strang 

Taloga 

Tulsa 

Tulsa 

Tulsa 


“THE LABORATORY THAT KNOWS HOW.” 


The Cutter Laboratory, of Berkeley, Calif., has for twenty years been serving the physicians 
of the country; but in order to better meet the requirements of the profession, they have re-organized 
and enlarged their Chicago office, and are better prepared than éver before to serve the interests of our 
readers. Accordingly this JournaVhas accepted their page announcement, and is printing that announce- 
ment in this issue. If you find their service available for your practice, we bespeak for the Cutter 
Laboratory a share of your patronage. 


TO CLASSIFY DOCTORS. 


Comncil of National Defense, 
Medical Section. 
Washington, July 16, 1918. 
To State anp County Committees, Medical Section: 

1. By authority of Surgeon General Gorgas of the Army, Surgeon General Braisted of the Navy 
and Surgeon General Blue of the Public Health Service, the Chairman of the General Medical Board 
of the Council of National D&fense has appointed the following committee on classification of the med- 
ical profession of the United States for military and civil purposes to aid in enrolfment in the Army, 
Navy, Public Health Service add the Volunteer Medical Service C orps: 

Colonel R. B. Miller, M. C\_U. S. A.; Colonel Y. C. Vaughan, M. CAN. A.; Lieut. Colonel 
H. D. Arnold, M. C., N. A.; Surgeon“, C. Ramsdell, U. S. N.; Surgeon J: Phelps, U. S. N.; Dr. 
Joseph Schereschewsky, U. S. P. . &.; o P. Geier, Dr. John _D< McLean, Dr. C. E. Sawyer. 

Ex-Officio: Surgeon General W. C. Seana, U.S. A.; Surgeon General W. C. Braisted, U. S. N.; 
Surgeon General Rupert Blue, U. S. P. H. S.; Lieut. ¢ ‘olonel F. F. Simpson, Dr. Franklin Martin. 

2. This committee is authorized to meet at regular intervals and to cooperate with the Committee 
on States Activities, the State and County Committees and other agencies and societies engaged in 

Y or executive functions dealing with classifications and enrollment for military, industrial and 

needs. 
Franklin Martin, 
Member of the Advisory Commission. 
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TRAINING CAMP AT FORT RILEY. 


W. M. Bispham, Fort Riley, Kansas, says (Journal A. M. A., July 20, 1918), that it is not nec. 
essary to show the reasons for the establishments of training camps for the Medical Department. The 
view was held from the beginning the proper principal to go on was to make medical officers 100 per 
cent military men, and in this way they would be of more value to their government in whatever posi- 
tion they were placed. There has been nothing in the course of months of experience to change this 
view. In the beginning, therefore, the course as outlined was distinctly military, with, of course, a con. 
siderable amount of professional instruction along the medico-military lines. The keynote has always 
been discipline, not servile, but it was impressed on the physician from his arrival that in doing any work 
with the army in the field ready and willing obedience to regulations was a first essential. It is well 
understood that the physical conditiou of the soldier of today, whether in the line or the medical de 
partment, must be as perfect as it can be made. The physical instruction is progressively more strep- 
uous, and the results have shown that a three months’ intensive course makes the officer leaving the camp 
capable of performing all his duties. The medical officer in the army comes in very close contact with 
the enlisted man, and unless he understands the point of view of the latter, he is incapable of perform- 
his duties as the government requires. Therefore, at the training camp he is put practically in the po- 
tion of the enlisted man, in barracks, in which his rank of lieutenant, captain or major is ignored. This 
basic course is continued for there months, and he further receives instruction in Army Regulations, the 
manual of the Medical Department, and all the medico-military work which he ought to know. The 
last half of the course is taken up with actual field instruction, giving the officer maneuvers and field 
services in which he takes an active part. It was soon found, also, that something more than the mere 
military instruction could be profitably given. Certain special branches of medicine require more at- 
tention in military work that in civil life, and separate training schools were established to meet the 
need, one of these at Fort Riley. Some of the most important men, in their lines, were sent as instructors 
and the clinical material at the base hospital at Fort Riley permitted a very high class of instruction 
to be given. In the army the preventive side of medicine properly receives more attention than in civil 
life, hence special schools were established for instruction in sanitation and prophylaxis, and attached 
to this department a sanitary laboratory to enable the medical officer to study under practical demon- 
s ration the sanitary applicances used in the field and experiment with new ones. The enlisted men of the 
medical department were trained both generally and in special organizations, such as ambulance com- 
panies, field and base hospitals, etc., and the officer in training comes in close contact with these units. 
The results have been excellent. The effect on the individual as regards esprit de corps and general char- 
acter and conduct is striking. 


ARMOUR AND COMPANY ANNOUNCE NEW PRODUCT. 
THROMBOPLASTIN SOLUTION. 


Thromboplastin Solution (Armour) is a specific hemostatic, made exclusively from brain tissue 
of cattle. In the usual routine of the abattoir, the animals are stunned by a blow on the head which 
produces immediate unconsciousness. This process, however, causes considerable injuries to the brain 
tissues, with consequent severe cerebral hemorrhage and formation of blood clots which are difficult 
to remove. This procedure, therefore, renders the commercial cattle brains undesirable for the man- 
ufacture of thromboplastin preparations. The material employed in Armour’s Thromboplastin Solu- 
tion is selected from cattle slaughtered without injury to the brains. The brain tissues are removed 
immediately after the brains are bled, and carefully trimmed, washed and cleaned. From this raw 
material an isotonic solution is made containing the hemostatic principles in active and stable form. 
The solution is standardized physiologically on oxalated blood plasma and guaranteed to be of full 
therapeutic strength if used within the time limit stamped on each package. 

Thromboplastin Solution is useful when applied locally in the treatment of hemorrhage and 
especially hemorrhage from oozing surfaces, scar tissue, and nose, and in surgery of the bones, glands, 
nose and throat. It has proved of value in checking gastric as well as rectal hemorrhage. Thrombo- 
plastin Solution is considered an excellent hemostatic in true Hemophilia. In certain cases of dental 
surgery when direct application does not check the hemorrhage, the Thromboplastin Solution may be 
boiled and injected into the site of the bleeding. Thromboplastin Solution should be stored in a cool 
dark place. Thromboplastin Solution may be sprayed on the bleeding surface or applied directly by 
means of gauze or cotton. 


COUNCIL ON PHARMACY AND CHEMISTRY. 


During June the following articles have been accepted by the Council on Pharmacy and Chem" 
istry for inclusion with New and Nonofficial Remedies: 

Cutter Laboratory: Antipneumococcic Serum, Type I. 

Mead Johnson & Co.: Mead’s Dextri-Maltose, No. 2; Mead’s Dextri-Maltose, No. 3. 

H. K. Mulford Co.: Antipneumococcic Serum, Type I; Antipneumococcic Serum, Polyvalent. , 


NEW AND NONOFFICIAL REMEDIES. 


Antipneumococcus Serum. A serum obtained from horses immunized with virulent pneumo- 


cocci. Each lot of antipneumococcic serum is submitted by the manufacturer to the U. S. Hygienic 
Laboratory for potency test. Early massive (from 50cc. to 10 cc.) intravenous doses of a highly potent 
he 


serum prepared from the type of pneumococcus present in the case to be treated are necessary. 
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serum should be obtained from an animal immunized with pneumococci of the type corresponding to 
that present in the special case under treatment. Thus far Type I serum alone seems to be on reason- 
ably secure clinical grounds. 

Antipneumococcus Serum, Type I, Lederle. Marketed in a pressure syringe containing 50 ce 
Schieffelin and Co., New York. 


Aatipneumococcic Serum, Type I, P. D. & Co. Marketed in a piston syringe containing 50 cc. 
Parke, Davis & Co., Detroit, Mich. 

Antipneumococcic Serum, Type I, Squibb. Marketed in vials containing 50 cc. E. R. Squibb 
& Sons, New York. 

Acid. Phenylcinch.-Morganstern. A brand of phenyleinchoninic acid, U.S. P. It is sold as 
Tablets Acid. Phenylcinch.-Morganstern containing 0.5 gm. acid. phenylcinch., and as Sodium Pheny- 
cinch.-Water-Morganstern, a solution of sodium phenylconchoninate containing sodium bicarbonate 
and sugar and representing the equivalent of 1 gm. acid. phenylcinch.-Morgenstern per fluid ounce 


Procaine-Rector. A brand of procaine complying with the N. N. R. standards. Procaine is the 
substance which was first introduced as “novocaine.”” The Rector Chemical Co., Inc., New York. 


Barium Sulphate-Brady for Roentgen-Ray Work. A brand complying with the N. N. R. stand- 
ards for varium sulphate for Roentgen-ray work. Geo. W. Brady & Co., Chicago (Jour. A. M. A., 
June 1, 1918, p. 1599). 

Antipneumococcic Serum, Type I, Cutter. Marketed in vials containing 50 cc. Cutter Labora- 
tory, Berkeley, Calif. 

Antipneumococcic Serum, Type I, Mulford. Marketed in double ended vials containing 50 cc. 
H. K. Mulford Co., Philadelphia, Pa. 

Antipneumococcic Serum, Polyvalent, Mulford. Prepared by immunizing horses with dead 
and living pneumococci of the three fixed types (Types I, Il, III). Marketed in double ended vials 
containing 50 cc. each, with sterile needle and tubing for intravenous injection. H. K. Mulford Co., 
Philadelphia, Pa. (Jour. A. M. A., June 23, 1918, p. 1923). 


PROPAGANDA FOR REFORM. 


Sodium Versus Potassium. When the embargo was declared on Germany, the price of potassium 
salts in this country began to soar. Now steps are being taken for the production of potassium in this 
country. In the meantime the plentiful sodium salts, may in most cases, be used instead. There is no 
evidence that potassium salts are superior therapeutically to sodium salts, and they are very much 
cheaper. Sodium acetate, sodium bicarbonate, sodium bromid, sodium chlorate and sodium hydroxid 
are among the sodium salts which may with advantage replace the corresponding potassium salts 
(Jour. A. M. A., June 1, 1918, p. 1601). 

Misbranded Nostrums. The following preparations have been investigated by the Federal 
authorities and their proprietors convicted of misbranding under the Federal Food and Drugs Act: 
Dr. Swan’s Liver and Kidney Remedy, containing alcohol, sugar, glycerin, sodium salicylate, strychnin 
and some laxative plant drug, with indications of juniper. Stuart's Calcium Wafers, containing strych- 
nin, despite the claim that it contained no poisonous ingredients. Turpentine Man’s or Tyding’s Rem- 
edy, a glucose sirup containing potassium iodid, alcohol and traces of salicylic acid, phosphates, cal- 
cium and alkaloids. Henry's Red Gum Compound, containing heroin, chloroform, alcohol, glycerin 
and sugar. Athlophoros, a solution of glycerin, sodium salicylate, oil of cinnamon and water. Dr. 
Thatcher’s Cholera Mixture, containing alcohol, morphin, a laxative drug, sugar and aromatics. Dr. 
Thatcher’s Amber Injection, containing alcohol, opium and zinc sulphate to which acetic acid had been 
added. Abbott Bros. Rheumatic Remedy, containing 24 per cent. alcohol with 5 grains potassium 
iodid to each teaspoonful with extracts of drugs such as sarsaparilla and dandelion (Jour. A. M. A., 
June 1, 1918, p. 1624). 

Orchis Extract. A post office fraud order has been issued against Fred A. Leach, doing business 
as the Packers Product Company, Chicago. The business which the post office has declared a fraud 
consisted in the sale of Orchis Extract, claimed to be a remedy for lost sexual power, etc. The Federal 
chemists found that Orchis Extract tablets consisted of milk sugar, orchitic animal tissue, and agents 
used in compressing the tablets (Jour. A. M. A., June 8, 1918, p. 1786). 

Care in Administering Arsphenamine. More than the ordinary severe reactions from arsphen- 
amine have been reported lately; hence there is need of special care at the present time in the adminis- 
tration of arsphenamine. The question may justly be raised if it is wise to repeat the administration at 
very short intervals. There are also indications to suggest the wisdom of beginning with small doses. 
Also, while heat may be used in dissolving the arsenobenzol brand of arsphpenamine, it should be avoided 
in the case of the other brands which are readily soluble in water (Jour. A. M. A., June 15, 1918, p. 
1867). 

Cotarnin Hydrochlorid. P. J. Hanzlik reports that while the description of the actions and uses 
of cotarnin hydrochlorid given in New and Nonofficial Remedies tentatively accepts certain current 
statements in the absence of definite published data, experiments with animals carried out by him dem- 
onstrate that the drug is devoid of hemostatic action. He holds that cortanin hydrochlorin is entirely 
worthless as a local hemostatic (Jour. A. M. A., June 15, 1918, p. 1883). 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


Several ‘‘Mixed” Vaccines not Admitted to N. N. R. The Council on Pharmacy and Che *mistry 
publishes a report announcing the rejection of a number of “mixed” vaccines. In publishing its report 
the Council explains its attitude toward this class of products: In view of the rapid development of 
bacterial therapy, the possibility for harm that attends the use of bacterial vaccines and the skepti- 
cism among experienced clinicians as the the value of vaccines representing a combination of organ. 
isms, the Council has felt that it should scrutinize the claims for such agents with exceptional care and 
admit to New and Nonofficial Remedies only those vaccine mixtures for which there is acceptable evi- 
dence to indicate that the particular mixture is rational. Experienced clinicians have generally come to 
the conclusion that mixed vaccines have no specific action and that any effect they may produce is due 
to a non-specific protein reaction. The preparations rejected in the accompanying reports are only a 
few of the many that are being sold by some biological houses. The report explains in detail the con- 
siderations which led to the rejection of the following pre parations, all of which were considered because 
of inquiry received. 1. The Abbott Laboratories: M. Catarrhalis-Combined-Bacterin, B. Coli-Com- 
bined-Bacterin, Pertussis-Combined-Bacterin, Streptococcus-Rheumaticus-Combined Bacterin and 
Streptococcus-Viridans-Combined-Bacterin. 2. Eli Lilly and Company: Catarrhal Vaccine Combined 
and Influenza Vaccine Combined. 3. H. K. Mulford Company: Influenza Serobacterin Mixed. 4. 
G. H. Sherman: Sherman’s Mixed Vaccine No. 40 (Jour. A. M. A., June 22, 1918), p. 1967 


Micrococcus Neoformans Vaccine. This was admitted to New and Nonofficial Remedies ip 
1910 since at that time it gave some promise of therapeutic value. It has now been omitted because 
at the present time there is no evidence that the vaccine is of the slightest value and because its lack of 
value is demonstrated by the fact that during these years it has not made a recognized place for itself 
in therapeutics. The available information indicates that the micrococcus neoformans does not differ 
materially from ordinary skin cocci which are described in New and Nonofficial Remedies under staphy- 
lococcus vaccine (Reports of the Council on Pharmacy and Chemistry, 1917, p. 152). 


NuTone. This “nutritive tonic’ is said to have the following complex composition: Cod Liver 
Oil, Pure Norwegian, 25 per cent., Malt Extract, 9 1-3 per cent., Beef Juice, Glycerine, Hypophosphite 
Lime, Hypophosphite Soda, Chemically pure, 1 1-2 grs. each to the oz., Fl. Ext. Nux Vomica, 3-64 of 
a minim in each teaspoonful. It is advertised with claims that will lead thoughtless physicians and a 
confiding public to depend on it in cases in which fresh air, hygienic surrounding and nutritious food 
are prime importance. Adults are to take this preparation as a “nutritive’’ in doses which represent 
from 3 to 12 grains of sugar and 8 to 30 minims of cod liver oil with unstated, but probably equally 
small, amounts of beef juice. The Council on Pharmacy and Chemistry declared NuTone inadmissible 
to New and Nonofficial Remedies because it is an irrational, shotgun mixture advertised indirectly to 
the public with unwarranted therapeutic claims and a non-descriptive threapeutically suggestive name 
(Reports of the Council on Pharmacy and Chemistry, 1917, p. 154). 


Unctol. This is a paste stated by the R. R. Rogers Chemical Co., San Francisco, Calif., to con- 
tain approximately 40 per cent. metallic mercury in a soap base. It is sold as a substitute for mercurial 
ointment with the claim that it is more efficacious. The Council-on Pharmacy and Chemistry declared 
Unctol inadmissible to New and Nonofficial Remedies because the claim for superiority over mercurial 
ointment is not substantiated and constitutes an unwarranted therapeutic claim; the name does not 
indicate the composition of this pharmaceutical mixture and because the circular wrapped with the 
trade package advertises proprietary preparations not accepted by the Council (Reports of the Council 
on Pharmacy and Chemistry, 1917, p. 162 


V-E-M Products. The Schoonmaker Laboratories, Inc., New York, market V-E-M Unguentum 
Eucalyptol Compound, V-E-M with Ichthyol, V-E-M with Stearate of Zinc, V-E-M with Camphor, 
V-E-M with Boric Acid. The Council on Pharmacy and Chemistry declared these preparations in 
conflict with its rules because unwarranted therapeutic claims were made for them; because the public 
was advised to depend on them in the treatment of diseases and because these combinations of ingred- 
ients in fixed proportions under proprietary names are irrational (Reports Council on Pharmacy and 
Chemistry, 1917, p. 163). 


PREOPERATIVE wee 


M. M. Peet, Ann Arbor, Mich. (Jeurnal A. M. A., July 20, 1918), criticises the practice and 
tendency of hospital surgeons to use free catharis and 3 snds for the substitution of a simple enema. 
Every surgeon has noticed that immediate emergency operations are liable to make as favorable re- 
coveries if made without regard to the question whether or not the patient has fecal material in his 
small intestine. Reasoning from this experience it would appear that the usual cathartic preliminary 
is needless. The advantages claimed are the elimination of disease products, sterilization of the intes- 
tine and prevention of putrefaction. The whole question, however, of the absorption of toxic bodies 
from the lower part of the small intestine and the large bowel is still unsettled and the residue left after 
digestion is not prone to putrefaction. Of course great numbers of organisms are carried away by the 
cathartic, but this is not necessarily beneficial since it tends to change the flora usually in the direction 
of multiplying the fermentative organisms. The disadvantages following catharsis on the other hand 
are numerous; besides the change in the intestinal flora there are psychic and physical weakness, loss 
of sleep, loss of body and intestinal fluids, and hypotonicity of the intestinal walls. The lower bowel 
is more sensitive also to irritation and the patient suffers from thirst because of loss of fluids before the 
operation. The natural peristalsis which is stimulated by the semisolid material in the intestine is lost 
and gas fermentation and gas distention occur. Without the preoperative catharsis the patients are in 
better mental and physical condition to withstand the operation and are in far better condition after- 
ward. 
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